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Abstract
Background. Disturbances of self and identity are central to personality disorder
yet methods for measuring such disturbances are scarce.
Aim. The current thesis aimed to: (i) examine self and identity in borderline
personality disorder (BPD), as assessed by the Differentiation of Self Inventory (DSI;
Skowron & Friedlander, 1998); (ii) investigate change in DSI over treatment; and (iii)
explore the subjective, lived experience of clients diagnosed with BPD in relation to self
and identity.
Method.

Sixty-two participants referred to the Illawarra Affect Regulation

Clinic for assessment and treatment of BPD were administered semi-structured and selfreport measures, including the DSI. Eighteen participants completed the measures
again following a program of intensive psychotherapy; and participated in a qualitative
analysis of differentiation of self.
Results. Participants were found to have impoverished levels of differentiation
compared to normal controls, and significant relationships were found between the DSI
and measures of borderline psychopathology, with greater severity of BPD symptoms
being associated with lower DSI scores. The outcomes of treatment included a more
developed sense of self, reductions in psychological distress, and greater global
functioning. Participants who improved over the course of treatment had more cohesive
and flexible narratives in terms of their relationship to self and others.
Conclusion. The results of the current thesis provide an understanding of the
significance of differentiation of self in BPD, and the role of treatment in addressing
disturbances of self and identity.
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Chapter 1
Introduction
“I don’t know who I am. I feel like there’s nothing inside. I’m just a stupid
little girl who knows nothing, and who is nothing. I’m scared that if I get
close to people they’ll see me for the pathetic nobody I am.”
(Anonymous client with BPD)

Disturbances in self and identity are widely regarded as central to many of the
symptoms and maladaptive behaviours characteristic of borderline pathology (e.g.,
Jørgensen, 2006; Bateman & Fonagy, 2004; Livelsley, 2003; Kernberg, 1984;
Gunderson 1984; Spitzer, Endicott, & Gibbon, 1979). Accordingly, such disturbances
are a diagnostic feature of borderline personality disorder (BPD; American Psychiatric
Association, 2000). Despite the significance of self and identity to our understanding of
BPD, there is a dearth of studies concerned with measuring these elusive and implicit
aspects of personality; and none that have used the Differentiation of Self Inventory
(DSI; Skowron & Friedlander, 1998). This thesis aims to address the current empirical
shortfall using a sample of clients diagnosed with BPD. It begins with a description of
BPD; an overview of self and identity, and self disturbances in BPD; a review of the
challenges in assessment and measurement of self and identity; and an introduction to
Bowen Theory, and the concept of differentiation of self.

It then proceeds to a

presentation of the experimental and qualitative studies examining the clinical relevance
of differentiation of self, and the DSI, in a sample of clients diagnosed with BPD.

Borderline Personality Disorder
Evolution of Diagnosis
Stern (1938) introduced the label "borderline" to identify the tendency of certain
1

patients to regress into "borderline schizophrenia" mental states in unstructured
situations (Gunderson, 2009). These "borderline" patients did not respond to neurotic
treatments in an era when the psychoanalytic paradigm dominated psychiatry. As a
result they were often deemed unanalysable and, therefore, untreatable.
The "borderline" label continued colloquially within the psychoanalytic
fraternity until the 1960s when Kernberg (1967) defined the "borderline" condition as a
middle level of personality organisation bounded by healthier, more neurotically
organised patients on one side; and more disordered, more psychotically organised
patients on the other.

Kernberg's borderline personality organisation, defined by

primitive defenses, identity diffusion, and lapses in reality testing, signified a major
contribution to the evolution of the borderline diagnosis.
The next major advance in diagnostic specificity occurred when Gunderson and
Singer (1975) defined six coherent features of "borderline" patients, followed by the
development of a reliable means of assessment for the "borderline syndrome" with
discriminating criteria (Gunderson & Kolb, 1978). "Borderline personality disorder"
subsequently entered the Diagnostic and Statistical Manual of Mental Disorders, Third
Edition (DSM-III; 1980) with eight diagnostic criterion, thus representing a diagnostic
evolution from syndrome to personality disorder. The publication of the Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV; 1994) saw modest
changes in the definition of borderline personality disorder with the addition of a ninth
diagnostic criterion: transient, stress-related paranoid ideation or dissociative symptoms.
Currently, BPD maintains its internal coherence and integrity (Gunderson, 2009).
Questions remain, however, about whether the label "borderline" should be retained. In
response, Gunderson (2009, pp. 535 - 536) argues that: "... the term "borderline" has
earned honorific status by virtue of its familiarity ... it accurately signifies borderline
2

personality disorder's unclear boundaries while reminding us of an unwanted truth,
namely, that psychiatric disorders, like other medical conditions, are heterogeneous and
have flexible boundaries."

Clinical Description
The Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Test
Revisions (DSM-IV-TR; American Psychiatric Association, 2000) defines BPD as a
disabling Axis II personality disorder characterised by a “pervasive pattern of instability
in interpersonal relationships, self-image, affect, and marked impulsivity beginning by
early adulthood and present in a variety of contexts” (p.706). BPD is indicated by the
presence of five or more of the following nine symptoms:
1.
2.
3.
4.

5.
6.
7.
8.
9.

Frantic efforts to avoid real or imagined abandonment
A pattern of unstable and intense relationships
An identity disturbance characterised by markedly and persistent unstable self-image or
sense of self
Impulsive behaviours that are potentially self-damaging (e.g., gambling, spending money
irresponsibly, binge eating, abusing substances, engaging in unsafe sex, driving
recklessly, shoplifting)
Recurrent suicidal or parasuicidal behaviour, gestures or threats
Affective instability due to marked reactivity of mood
Chronic feelings of emptiness
Inappropriate and intense anger (e.g., frequent displays of temper, extreme sarcasm,
enduring bitterness, verbal outbursts, recurring physical fights)
Transient, stress-related paranoid ideation or severe dissociative symptoms (e.g.,
depersonalisation)

The DSM-IV-TR identifies a number of associated features of BPD including a
pattern of sabotaging opportunities for achieving goals just prior to that goal being
realised, destroying potentially good relationships, an intolerance to being alone,
chronic feelings of boredom, and social inhibition and fear. These symptoms make it
difficult for the individual to function in family, social, school, and workplace contexts.
BPD, like other personality disorders, is most commonly diagnosed using the
3

DSM categorical approach (i.e., present vs absent). However, there is no agreement that
a categorical approach to diagnosis is the most appropriate. Bateman and Fonagy
(2004) argue that a dimensional approach to diagnosis removes some of the
heterogeneity that arises from categorical approaches, and limits the loss of the more
subtle features of symptom patterns. The categorical versus dimensional controversy is
one prevalent throughout psychiatry (e.g., Millon, 1996; Livesley, 2001).
Distinct from the symptom and behaviour based BPD diagnosis identified by the
DSM, is the conceptually and clinically based construct of borderline personality
organisation (BPO) first proposed by Kernberg (1967), and featured in the
Psychodynamic Diagnostic Manual (PDM; PDM Task Force, 2006). This represents an
alternative conceptualisation of BPD to that put forth by the DSM.
The PDM uses a multidimensional approach to the diagnosis of mental
disorders. The PDM is based on the fundamental premise that one can only understand
personality and its pathology by examining observable behaviour with reference to
subjective experience, and the underlying psychological structures. Unlike the DSM
which assigns people to a diagnostic category based on overtly observable clusters of
symptoms and attributes, the PDM aims to ascribe meanings to the individual‟s
observed and described phenomena (i.e.; symptoms, behaviours, traits, affects, attitudes,
thoughts, and fantasies).
According to the PDM, BPO represents a level of personality functioning
located on a continuum from healthy (absence of personality disorder), to neurotic,
through to severely borderline, and psychotic. The term “borderline” therefore denotes
a level of severity of personality structure rather than a discrete, mutually exclusive type
of borderline organisation or personality as described by the DSM-IV-TR.
Individuals with BPO are characterised by diffuse identity, the use of primitive
4

or immature defenses (predominately splitting and projective identification), generally
intact yet fragile reality testing, impairments in affect regulation, inconsistent
internalised values, and recurrent relational difficulties (Clarkin, Yeomans, & Kernberg,
2006). Psychodynamic opinion holds that identity diffusion, or lack of an integrated
concept of self and others, is central to BPO pathology. Clinically, identity diffusion is
evident in individuals‟ non-reflective, contradictory, or chaotic descriptions of self and
others, and the inability to integrate or be aware of these contradictions (Clarkin,
Yeomans, & Kernberg, 2006).
Behavioural correlates of the BPO pathology include interpersonal chaos;
emotional lability; anger; impulsive self-destructive behaviours such as gambling, binge
eating, self-mutilation, sexual risk-taking, and substance abuse; and a propensity to
lapses in reality testing. As such, BPO overlaps, to some extent, with the types of
symptoms described in the DSM-IV-TR.
The recent proposed draft revisions to DSM disorders and criteria (DSM-5;
American Psychiatric Association, 2010) attempt to improve on the DSM-IV-TR
diagnostic criteria sets for personality disorder. They also acknowledge the significance
of self-identity disturbance in the diagnosis of BPD, and personality disorders in
general; elevating self disturbance to a position of relevance in terms of diagnosis and
assessment of personality functioning.

Specifically, the DSM-5 Work Group

(American Psychiatric Association, 2010) recommends that the definition of personality
disorder be revised as follows:
“Personality disorders represent the failure to develop a sense of selfidentity and the capacity for interpersonal functioning that are adaptive in
the context of the individual’s cultural norms and expectations.” (DSM-5
Taskforce, 2010)

5

Disturbances in self-identity are accordingly defined as incorporating impairments in
one or more of the following: identity integration, integrity of self-concept, and selfdirectedness. Given identity disturbance is currently not an essential DSM criterion for
BPD (American Psychiatric Association, 1980, 1994, 2000), the proposed draft
revisions to DSM disorders and criteria (DSM-5; American Psychiatric Association,
2010) represent an interesting development in the assessment and diagnosis of
personality disorder, particularly in the move away from behavioural criteria, in favour
of traits and a dimensional representation of specific personality types. Essentially,
such revisions uphold the view that disturbances in self and identity are core
psychopathology in personality disorder.
Regardless of diagnostic method, life for clients diagnosed with BPD can be
distressing and debilitating. It is characterised by erratic and unpredictable fluctuations
in mood, an intense fear of abandonment, an unstable sense of self, chronic emptiness,
unstable interpersonal relationships, and self-mutilating or suicidal behaviours. It is
thought that the unstable sense of self is associated with greater interpersonal neediness.
Consequently, strong feelings of anger or dysphoria, born out of fear, can be readily
precipitated by subtle suggestions of rejection - real or imagined.

Prevalence
BPD is a complex and serious mental disorder. It affects approximately 2% of
the general population, about 10% of psychiatric outpatients, and about 20% of
psychiatric inpatients (American Psychiatric Association, 2000). Individuals with the
disorder experience life as tumultuous, both in terms their internal and external worlds.
The personal turmoil experienced by individuals with BPD is a great source of suffering
not only for them but for those around them. For the most severely disordered, life
6

events and challenges can graphically resemble that of a seismic recording, with each
peak representing a crisis of seemingly insurmountable proportions.

Of particular

concern is the relatively high incidence of suicidal behaviour among this population.
Seventy to seventy-five percent of clients who meet criteria for BPD have a history of
physically self-damaging acts such as cutting, burning and overdosing (Zisook, Goff,
Sledge, & Shuchter, 1994; Linehan, 1993a; Clarkin, Widiger, Frances, Hurt & Gilmore,
1983); and 8% - 10% will actually complete suicide (American Psychiatric Association,
2000). Clinical lore has often viewed the borderline condition as challenging and
difficult to treat.

In recent years, however, several models of treatment have

demonstrated some effectiveness in ameliorating psychological functioning to those
diagnosed with the condition, such as Linehan‟s Dialectical Behaviour Therapy (DBT;
1993a; 1993b), Bateman and Fonagy‟s Mentalization-Based Treatment (MBT; 2004),
and Clarkin, Yeomans, and Kernberg‟s Transference-Focussed Psychotherapy (TFP;
2006). Such findings are promising, and offer clinicians greater hope for achieving
psychotherapeutic outcome for clients diagnosed with BPD.

Self and Identity
„Self’ and „identity’ are often used varyingly and interchangeably in the
literature. Leary and Tangney (2003; p. 7) note that in academic writing the self
typically refers to an “inner psychological entity that is the centre or subject of a
person‟s experience” which enables the individual “to take itself as the object of its own
attention and to think consciously about itself” (p. 8). This suggests that the self is the
essence of the person which experiences, observes and knows of him or herself. This
conceptualisation of self is related to the ego (literally “I”) in classic psychoanalytic
theory where self is actor and knower (Jørgensen, 2006). The term self, however,
7

incorporates many meanings beyond that in which the person is self as object. Westen
and Heim (2003; p 646) argue that “the self as object is not isomorphic with a person‟s
subjective sense of self” – an aspect of the self which they contend can become
disrupted in certain forms of psychopathology. According to these authors, the sense of
self comprises three distinct features, “namely, a sense of continuity of experience, a
sense of agency, and an experiential sense of self as thinker and feeler of one‟s own
thoughts” (Westen & Heim, 2003; p. 646).
In contrast, most definitions of identity stem from Erikson‟s developmental
theory of identity formation. Erikson (1956; p. 57) states that “The term identity
expresses such a mutual relation in that it connotes both a persistent sameness within
oneself (self-sameness) and a persistent sharing of some kind of essential character with
others.” Erikson emphasised the importance of the individual‟s personal and social
contexts in the formation or his or her identity. According to Erikson, the development
of one‟s identity is dependent on both the integration of identifications and
disidentifications with significant others and groups; as well as the internalisation of
roles and the reflected appraisals of others (Westen & Heim, 2003). A healthy identity
is said to include a consistency and commitment to personal values; an ability to know
and choose an appropriate avenue of work or industry; the ability to achieve intimacy
and closeness with another person or persons without the loss of autonomy or adherence
to personal values and convictions; and the ability to feel part of, and connected to, the
larger community or society (Wilkinson-Ryan & Westen, 2000).
Marcia (2006, p. 585) posits that identity, once formed, “constitutes a powerful
organiser of experience and a lens through which reality is made meaningful.” He
further argues that identity is not only a theory about oneself, but an internal compass
that guides one through life. For Erikson (1956, p. 74) identity is “a feeling of being at
8

home with one‟s body, a sense of knowing where one is going and an inner assuredness
of anticipated recognition from those that count.” Essentially, it provides individuals
with a sense of definition and fit to his or her skin and his or her environment.
Erikson (1956) acknowledges that the term identity encompasses much of what
has been referred to as the self by such scholars as Harry S. Sullivan and George H.
Mead. Marcia (2006), however, argues that identity is a more externally-oriented
structure and, as such, is subject to the influences of one‟s social and environmental
contexts. He further argues that formation of a coherent identity is dependent on one
having first acquired a secure sense of self. Hence, Marcia (2006) proposes that the
concepts of identity and self are separate but interrelated personality structures. For the
purposes of the current thesis, however, the terms self and identity will be used
synonymously to mean those aspects of character and selfhood which are critical to
healthy personality development and functioning.

This use of self and identity

interchangeably throughout the current thesis is based on the defining criterion for BPD
in the DSM-IV-TR (American Psychiatric Association, 2000; p. 710) which notes that
“identity disturbance [is a] markedly and persistently unstable self-image or sense of
self”; and the proposed inclusive use of the tied term “self-identity” in DSM-5
(American Psychiatric Association, 2010).
A secure sense of self and identity is considered critical to ensuring a sense of
well-being, a sense of personal and social coherence, and an ability to „be‟ in one‟s
world. Conversely, failure to develop a stable and healthy sense of one‟s self and
identity is argued to be potentially detrimental to the well-being and psychological
health of an individual. This failure to establish a stable sense of self, and identity, is
referred to by Erikson as identity diffusion. Erikson (1956) describes identity diffusion
as an absence of the capacity for self-definition, and states that it usually becomes
9

manifest at a time of emotional breakdown in response to demands for simultaneous
commitment to physical intimacy, decisive occupational choice, competition, and
psychosocial self-definition. He suggests that an avoidance of such commitments and
choices leads to isolation, an inner vacuum, and regression to earlier identifications.
Erikson (1956) argues that identity diffusion is characterised by an incapacity for
intimacy, disturbances in the experience of time; and disturbances in industry or
workmanship which is accompanied by an inability to concentrate, and tolerate
competitiveness. He further suggests that identity diffusion often leads to the individual
establishing a negative identity, that is, one that is established on the basis of what is
socially unacceptable or socially rejected.
Kernberg (1984) cites Erikson‟s concept of identity diffusion in discussing
borderline personality, and applies contemporary psychoanalytic object relations theory
to an understanding of normal and psychopathological self and identity. In doing so, he
explores and redefines the characteristics of identity diffusion – a syndrome he argues
explains the dominant characteristics of BPO. This will be considered further in the
next section on disturbances in self and identity in borderline personality.

Disturbances of Self and Identity in Borderline Personality
As previously discussed, disturbances in self and identity are regarded as central
to many of the symptoms and maladaptive behaviours characteristic of borderline
pathology. Hence, disturbances in self and identity being a diagnostic criteria for BPD
(American psychiatric Association, 2000), and a core feature of BPO (PDM Task Force,
2006). Kernberg (1984) posits that the identity diffusion seen in clients diagnosed with
borderline personality is represented by a poorly integrated concept of self and a poorly
integrated sense of significant others. Essentially, these clients fail to integrate positive
10

and negative aspects of self, and positive and negative aspects of others. Kernberg
(1984) argues that this lack of integration is typically reflected in individuals‟ subjective
experiences of chronic emptiness; contradictory self-perceptions; contradictory
behaviour that cannot be integrated in an emotionally meaningful way; and shallow,
flat, and impoverished perceptions of others.
Akhtar (1984) delineates the syndrome of identity diffusion as consisting of six
clinical features which align with, and elaborate on the manifestations of that described
by Kernberg.

These features are: (i) contradictory character traits; (ii) temporal

discontinuity in the self, that is, the inability to remain the same or consistent amid
change and/or across time; (iii) lack of authenticity; (iv) feelings of emptiness; (v)
gender dysphoria or lack of gender identity or identification; and (vi) inordinate ethnic
and moral relativism, referring to a lack of ethnic anchor or identification; and genuine
ideals, convictions and values.

According to Akhtar (1984), identity diffusion is

suggestive of severe character pathology, and a diagnostic marker for certain personality
disorder, including BPD. In addition, he argues that identity diffusion, and the degree
of its severity, is a determinant of therapeutic strategy; and prognostic of therapeutic
outcome.
Clinically, disturbances in self and identity are evident in individuals‟ inability
to answer simple but psychologically relevant questions about themselves and others.
For example, Jørgensen (2006; p. 630) states that such individuals will experience
difficulty answering questions like “Who am I?” “How am I uniquely differentiated
from others?” and “How can my present life and problems be meaningfully related to
my past history and my expectations about the future?” Similarly, individuals with
disturbances in self and identity show a marked inability to reflect on, and meaningfully
describe, significant others; other than to portray them in unidimensional or caricature11

like ways. According to Jørgensen (2006), the unstable and fragile sense of self and
diffuse identity in borderline personality is primary to the chronic emptiness
experienced by individuals with this condition.

Hence, individuals‟ manifest

intolerance to aloneness, and their intense and desperate neediness for others as a means
to filling their inner nothingness. This manifest need for others can extend to the
therapeutic setting with clinicians often feeling (in the countertransference) clients‟
desperate need for attachment and relationship, together with feelings of hostility or
rejection when this is perceived as being denied or unfulfilled.

Assessment and Measurement of Self and Identity
Equal to the task of defining self and identity is the task of operationalising these
intrapsychic constructs. The challenge here, is tapping both the explicit and the implicit
aspects of self, the conscious and unconscious, and the internal and external selfrepresentations of the individual as discussed above. In addition, there is the challenge
of tapping those domains of self and identity that have been identified as evidence of an
understanding of who one is, and how one sees oneself – something that, as previously
discussed, is notably absent in many people diagnosed with personality disorder.
Many self-report instruments have been designed to measure self related
phenomena such as self-esteem (e.g., Rosenberg‟s (1965) Self-Esteem Scale; and Fitts
& Warren‟s (1996) Tennessee Self-Concept Scale) and aspects of self-awareness (e.g.,
Synder‟s Self-Monitoring Scale (1974); and Fenigstein, Sheier, and Buss‟ (1975) SelfConsciousness Scale).

Relatively few self-report measures, however, have been

developed with the view to specifically and exclusively tapping or measuring one‟s
sense of self (i.e., degree of self integration) or, conversely, self disturbance common to
12

that found in personality disorders such as BPD.
The Inventory of Personality Organization (IPO; Kernberg & Clarkin, 1995;
Lenzenweger, Clarkin, Kernberg, & Foelsch, 2001), and more recently, the Identity
Consolidation Inventory (ICI; Samuel & Akhtar, 2009) are two of a very limited
number of such self-report measures. The IPO comprises three primary clinical scales
consistent with Kernberg‟s personality organisation model (i.e., reality testing, identity
diffusion, and primitive psychological defenses). The IPO‟s identity, primitive defenses
and reality testing scales have demonstrated sound internal consistency in both clinical
(Stern, et al., 2010) and non–clinical samples (Lenzenweger, et al., 2001). The IPO was
constructed for the purposes of operationalising Kernberg‟s theory of personality
organisation and classification. Its intent, therefore, is specific to the assessment of
personality organisation and its content domains, as defined by that theory.
The ICI (Samuel & Akhtar, 2009) is a 35-item scale designed to measure the
consolidation of an individual‟s identity, with the view to discerning the syndrome of
identity diffusion. In its development, the ICI was administered to 238 normals, 80
individuals diagnosed with BPD, and 13 individuals diagnosed with Dissociative
Identity Disorder (DID), and found to demonstrate good reliability and validity. While
showing promise as a self-report measure for assessing the structure of individual
identity, the ICI is the subject of only one published study to date and, therefore, is in its
infancy. Further research is warranted to substantiate its empirical and psychometric
merit as a measure of identity and, in particular, identity diffusion indicative of
personality disorder.
Structured and semi-structured interviews such as the Structured Clinical
Interview for DSM-IV (American Psychiatric Association, 1994) Axis II disorders
(SCID-II; First et al., 1996), the Structured Interview of Personality Organization
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(STIPO; Stern et al, 2010) – an extension of the IPO; and the Reflective Functioning
Scale (RF; Fonagy, Target, Steele, & Steele, 1998) are often viewed as more reliable
and valid measures of aspects of personality and personality functioning, including
aspects of self and/or identity, due to these being based on observer ratings rather than
self-report. Structured and semi-structured interviews, however, can be intensive and
time-consuming in their administration and scoring.
Westen and Heim (2003) suggest that representations of self that influence
thought, feeling and behaviour are more likely to be revealed in individuals‟ narrative
descriptions about their lives and, in particular, emotionally meaningful interpersonal
interactions, rather than in answers to direct questions about themselves. This view
assumes that people cannot be expected to report what is implicit, even if their reports
are not substantially biased by motives of self-presentation or self-esteem maintenance.
Narrative approaches to the measurement of self and identity, like structured and semistructured interviews, however, also require training and skill, and can be laborious in
terms of their administration and scoring.
The above reviews some of the more relevant and prominent measures of self
and identity related to personality disorders. For a more general review of measures see
Millon (1996), and Westen and Heim (2003).

Livesley (2006; p. 541) states that

“Although most theoretical perspectives on personality disorder emphasise the
importance of self pathology, empirical research is relatively sparse and publications
comparatively few”. Given that BPD is disproportionately well represented in the
literature on personality disorder and, therefore, the most widely researched personality
disorder (Linehan, Cochran, & Kehrer, 2001), it is surprising that measures of self
pathology are only in their infancy. According to Livesley (2006), the focus for most
research on personality disorders is “individual differences in the traits that delineate
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personality pathology” (p. 541). He contends, however, that personality disorder is
more than just maladaptive traits, and that a more comprehensive account of the
condition must incorporate an understanding of other aspects of personality such as self
and self structures. One has to question whether the lack of empirical research in the
area of self and identity is relative to the means for assessing and measuring these
elusive and implicit personality domains.

Another potentially promising approach

derived from family therapy will now be reviewed.

Bowen Theory
Bowen theory is a family systems theory of emotional functioning (Bowen,
1976).

Developed by Murray Bowen (1976, 1978), it provides a developmental

paradigm that focuses on how an individual‟s sense of self emerges in the context of
emotional attachments in his or her multigenerational family.

Founded in family

therapy, the eight concepts of Bowen Theory (i.e. triangles, nuclear family emotional
process,

family projection process,

differentiation of self, multigenerational

transmission, emotional cutoff, sibling position, and societal emotional process) apply
to, or focus on, characteristics of, or details within, certain areas of the family. Bowen
(1976, 1978), however, contends that these concepts have serious implications for the
emotional functioning of the individual beyond the family unit. Accordingly, Bowen
(1976) refers to his theory as: “a specific theory about human relationship functioning”
(p.63).
Bowen (1976; 1978) proposes that human relationship systems comprise two
instinctual forces that act to counterbalance each other: a force towards individuality or
autonomy, and a force towards togetherness or fusion. The individuality force is based
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on one‟s need for independence and uniqueness while the togetherness force is based on
one‟s need for others. The balance of these two forces is never static (Kerr, 1981). Too
much or too little of these forces will evoke efforts to restore the equilibrium. A feeling
of too much togetherness, and its accompanying sense of loss of self, will necessitate
the need for an individual to regain some of his or her individuality. Conversely, a
feeling of too much individuality, and too little togetherness, will stimulate moves
toward emotional closeness. Such a theory is strikingly similar to Erikson‟s theory of
conflicting tasks (e.g., affiliation versus aloneness). Kerr (1981) contends that the
forces of individuality and togetherness are part of all people and all relationships. For
Bowen (1976, 1978), the harmony and balance of these instinctual forces are critical to
a person‟s emotional and relational well-being. Moreover, he asserts that it is level of
differentiation of self that determines an individual‟s need for togetherness or
individuality in an emotional relationship system. Accordingly, differentiation of self is
described as the cornerstone concept of Bowen Theory (Bowen, 1976, 1978).

Differentiation of Self
Of the eight constructs that compose Bowen theory, differentiation of self is
argued to be “the personality variable most critical to mature development and …
psychological health” (Skowron & Friedlander, 1998, p. 235). It is described as two
separate yet related aspects of self (Bolander, 1995).

The first aspect occurs

intrapsychically (within the individual) and can be considered a type of emotional
maturity. It is the ability to balance intellectual (thinking) and emotional (feeling)
processes in situations where there is an increased likelihood for emotionality to
override thinking. The second aspect occurs interpersonally and represents relational
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maturity.

It is the ability to experience both intimacy and autonomy in social

relationships and to balance them appropriately. Thus, differentiation of self can be
viewed as comprising both emotional and relational maturity (Bohlander, 1995). Figure
1 illustrates the relationship of emotional and relational maturity to differentiation of
self. As shown, the two separate yet interrelated aspects of self combine to determine
ones‟ level of differentiation of self.

Emotional
Maturity

Differentiation
of Self

Relational
Maturity

Figure 1.

The relationship of emotional and relational maturity to differentiation of self
(From Bohlander, 1995).

Interestingly, the interlocking circles that Bohlander (1995) uses to illustrate
the intrapsychic and interpersonal aspects of Bowen‟s concept of differentiation of
self corresponds to the three primary states of mind (i.e., “emotion mind”,
“reasonable mind” and “wisemind”) presented by Linehan (1993b) in her skills
training manual for treating BPD. For Linehan, “wisemind” is the integration of
“emotion mind” and “reasonable mind”, and is said to add “intuitive knowing to
emotional experiencing and logical analysis” (1993b, p. 63). Dialectical behaviour
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therapy (DBT) utilises the concept of wisemind to assist individuals with BPD to
become more aware, and less experientially avoidant of the contents of their
experience, with the view to making more effective behavioural choices in response
to that experience.
Similarly, differentiation of self, as the purported integration of the
intrapsychic and interpersonal aspects of an individual, could be argued to be
comparable to the psychoanalytic concept of ego. Psychoanalytically, ego or ego
strength refers to the individual‟s capacity to perceive, acknowledge, and adapt to
reality. Hence, a healthy or integrated ego would include a self-observing function
with the capacity to think objectively about one‟s emotional experience given a
particular context or situation. It could be argued, then, that ego strength is analogous
to level of differentiation given both are purported to observe and balance emotional
and intellectual functioning, and intimacy and autonomy in relationships.

In

personality disordered individuals, however, the ego fails to function as an integrated
entity, and operates as a set of ego states with contrasting behaviours and feelings.
Whilst in these states a personality disordered individual has little capacity to think
objectively about his or her emotional experience relative to the current context. This
could also be argued to be true for individuals with little to no differentiation of self.
Theoretically, four factors influence a person‟s level of differentiation:
emotional reactivity, emotional cutoff, fusion with others, and the ability to take an I
Position (Kerr & Bowen, 1988, p. 252).

Individuals who tend to be emotionally

reactive are said to be poorly differentiated (Kerr & Bowen, 1988). Such individuals
find it difficult to remain calm in response to strong emotional conditions, and direct
much of their energy to the experience, expression and intensity of their feelings. They
are unable to separate thinking from feeling and, as a result, tend to make decisions on
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the basis of what “feels right” (Bowen, 1976, 1978). Essentially, they are trapped
within a feeling world so flooded by emotionality that intellectual functioning barely
exists (Bowen, 1976, 1978). Accordingly, these individuals are easily stressed into
dysfunction, are less flexible, less adaptable, and more emotionally dependent on those
around them (Bowen, 1976, 1978).

Such descriptors have also been assigned to

individuals diagnosed with BPD. Individuals with BPD are known for their extreme
lability in mood and affect, and hence the inclusion of “affective instability and marked
reactivity of mood” as a DSM-IV-TR diagnostic criterion for the disorder.

More

evocatively, individuals with BPD have been described as the “haemophiliacs” of
emotion (Sperry, 2003). Their inability to tolerate and/or regulate emotion often results
in dramatic overreactions and impulsivity, unrelenting crises for which they are unable
to effectively cope, and a subsequent over-reliance on others.
Highly differentiated individuals, on the other hand, experience strong emotions
but are not consumed by them. They are able to clearly distinguish between thinking
and feeling, and are therefore able to experience strong affect without the loss of ability
for logical reasoning and rational thinking (Bowen, 1976, 1978).

Unlike poorly

differentiated individuals, those with a high level of differentiation are said to be better
able to cope with life stresses, are more adaptable, more flexible, and more independent
of, and less amenable to, the emotionality around them (Bowen, 1976, 1978).
When internal experiences or interpersonal interactions become too intense,
poorly differentiated individuals will characteristically engage in either emotional cutoff
or fusion (Bowen 1976, 1978; Kerr & Bowen, 1988). Thus, an individual‟s response to
emotionally charged events will remain constant. Individuals inclined to emotional
cutoff will isolate themselves from others as well as their own emotions. Profoundly
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threatened by intimacy, they tend to deny the importance of parents and family, and will
often flout their independence (Skowron & Friedlander, 1998). Conversely, individuals
inclined to fusion will be totally dependent on the emotional support of others.
Threatened by the thought of separation, or aloneness, they tend to be overly-involved
(emotionally) with others in most, if not all, close personal relationships (Tuason &
Friedlander, 2000). This portrayal of the poorly differentiated individual, again, closely
resembles the interpersonal style of individuals diagnosed with BPD. Interpersonally,
individuals with BPD are characterised by a paradoxical instability. Specifically, they
can fluctuate from idealising and clinging to another individual, to devaluing and/or
rejecting that individual. Others may avoid relationships altogether, for fear of intimacy
and rejection, and demonstrate a socially inhibited approach to relationships.
Individuals with BPD are also often intolerant of being alone, and can go to great
lengths to secure the care or involvement of others (e.g., indiscriminate sexual affairs;
self-harming behaviours) in order to avoid their internal distress and emptiness.
According to Bowen (1976, 1978), emotional cutoff results from one‟s
unresolved attachment to his or her parents. The lower the level of differentiation, the
more intense the unresolved attachment.

Bowen (1976, 1978) argues that one‟s

unresolved attachment manifests itself in either of three ways: firstly, intrapsychically,
by the process of denial and isolation of self while living close to the parents; secondly,
by physically running away; or thirdly, by a combination of emotional isolation and
physical distance. Bowen (1976, 1978) postulated that, on the other hand, highly fused
individuals remain emotionally stuck in the position they occupied in their families of
origin.

They are said to have few firmly held beliefs and convictions, are either

dogmatic or compliant, and seek the approval and acceptance of others above all else.
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Bowen further argued that the world of the „fused’ individual is indicative of extreme
emotional attachment, and identification and projection of parental values.
Consistent with Bowen‟s presumption that unresolved attachment to parents is
significant to the lack of differentiation of self, is the etiological factors proposed by
Kernberg (2005) as determining borderline personality organisation (BPO) and its
characteristic lack of integration of self and identity. According to Kernberg (2005)
these include a temperamental predisposition to negative affect and impulsivity or lack
of effortful control, the development of disorganised attachment to parents, exposure to
physical or sexual trauma, abandonment, or chronic family chaos.

Clinically,

individuals with BPD often present with contradictory, inconsistent, idealised or
devalued views of primary caregivers, and either deny or maintain relationship in order
to confirm what little sense of self they have of themselves or others. Individuals
described by Bowen as poorly differentiation, by way of either emotional cutoff or
fusion characterise much of what has been described in the literature by Kernberg (eg.
1967, 1984, 2005) as identity diffusion. As discussed in the previous section on self
and identity, identity diffusion is the hallmark of borderline personality organisation
(BPO). It refers to the lack of integration of self and others that interferes with one‟s
capacity to integrate one‟s past and present in order to predict future behaviour; as well
as the capacity for commitment to professional goals, personal interests, work, and
intimate relationships.
Bowen (1976, 1978) contends that, compared to poorly differentiated
individuals, highly differentiated individuals do not feel the need to be either fused or
emotionally isolated from family or others because they have achieved resolution in
their emotional attachment to parents.

Consequently, they are said to be able to
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maintain a clearly defined sense of self in the context of close personal relationships,
and remain true to themselves, their beliefs, and convictions. Alternatively, it could be
argued that they have an integrated sense of self and other, and an otherwise healthy,
adaptive personality.
Differentiation of self is also reflected in the ability of an individual to take the I
Position. Less differentiated individuals, being emotionally dependent on others, can
scarcely, think act and feel for themselves. More differentiated individuals, on the other
hand, are more capable of maintaining a clearly defined sense of self and adhering to
personal convictions (Bowen, 1978, p.252). Moreover, they are able to experience
emotional and physical intimacy without the fear of merging or loss of self (Bowen,
1976, 1978). It could be argued that an inability to take an I position in close personal
relationships is equal to a lack of an integrated concept of self and an integrated concept
of other, and is consistent with the syndrome of identity diffusion which Kernberg
(1995) contends explains the dominant characteristics of borderline personality
organisation (BPO).
In summary, differentiation of self is posited to be the capacity to maintain
autonomous thinking and achieve a clear, coherent sense of self in the context of
emotional relationships with important others (Bowen, 1976; 1978; Kerr & Bowen,
1988; Skowron & Friedlander, 1998). The higher the level of differentiation of self, the
more adjusted, more evolved is the person. According to Bowen (1976, p. 73), “people
with better levels of differentiation are able to function well with other people, or alone,
as the situation may require. Their lives are more orderly, they are able to cope
successfully with a broader range of human situations, and they are remarkably free
from the full range of human problems”. In contrast, people with lower levels of
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differentiation are said to be more vulnerable to stress and dysfunction (Bowen, 1978),
and are more likely to “inherit a major portion of the world‟s serious health, financial
and social problems (Bowen, 1978, p. 367).” Bowen‟s views on the impact of level of
differentiation of self on life experience are supported by research linking lower levels
of differentiation of self with greater psychological distress (Elieson & Rubin, 2001;
Peleg-Popko, 2002; Skowron & Friedlander, 1998; Tuason & Friedlander, 2000),
marital discord (Skowron, 2000; Kosek, 1998), poorer effortful control (Skowron &
Dendy, 2004), and greater psychological symptoms and interpersonal problems
(Skowron, Stanley, & Shapiro, 2009). The experience of the poorly differentiated
individual appears compatible with that of an individual diagnosed with BPD. Both are
trapped in a feeling world, unable to distinguish between thoughts and feelings; both are
emotionally reactive and easily distressed into dysfunction thereby ensuring a life of
crises, pain, and suffering; and both lack any firm, coherent sense of themselves in the
context of other, often to the point of being complete emotional appendages of the
relationship systems to which they become attached.
Bowen (1978) contends that level of differentiation of self is mostly determined
by the time a person leaves the parental home, and implies that children are largely a
product of their parents‟ projections. This somewhat deterministic view assumes that
differentiation of self, once developed, is a rather stable construct. This conforms to the
personality literature which views personality and its structures as relatively stable and
enduring. Bowen, however, offers some hope for the effect of psychotherapy on one‟s
level of differentiation of self (Bowen, 1978; Kerr & Bowen, 1988). According to
Bowen theory, “a successful effort to improve one‟s level of differentiation and reduce
anxiety strongly depends on a person‟s developing more awareness of and control over
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his [or her] emotional reactivity” (Kerr & Bowen, 1988, p. 127). Kerr and Bowen
(1988) suggest that therapeutic techniques aimed at lowering anxiety and helping people
to be more aware of the physical manifestations of anxiety (e.g., transcendental
meditation) can be useful to the development of a greater level of differentiation of self.
It is possible, however, that the effectiveness of such techniques is mediated by the
nature of the therapeutic relationship in which emotional neutrality or objectivity about
oneself in the context of important relational systems is emphasised, encouraged and
explored.

It is notable that dialectical behaviour therapy (DBT; Linehan, 1993a;

1993b), developed for the treatment of BPD, emphasises mindfulness as a core
behavioural intervention. The mindfulness skills employed by Linehan (1993a; 1993b)
in DBT are psychological and behavioural versions of the meditation skills usually
taught in Eastern spiritual practices. Within the context of DBT, mindfulness skills aim
to enhance and/or achieve greater self awareness and self regulation in individuals
diagnosed with BPD – a group known for its disturbances of self, and subsequent lack
of self awareness and knowledge.

Measuring Differentiation of Self
Despite the vast attention Bowen theory has received from clinicians and
theorists, little has been done to test the validity of its constructs and propositions. The
development of the Differentiation of Self Inventory (DSI; Skowron and Friedlander,
1998), and more recently the Differentiation of Self Inventory – Revised (DSI-R;
Skowron & Schmitt, 2003) counteracts this deficit and provides an opportunity for
research into differentiation of self, the cornerstone of Bowen theory, and its
relationship to personality functioning, emotional maturity, interpersonal competence,
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and psychological health.
The DSI has demonstrated promise in testing Bowen‟s assertion that
differentiation of self is a meaningful index of individual functioning. Specifically,
studies using the DSI have found significant associations between differentiation and
better psychological adjustment (Skowron & Friedlander, 1998; Skowron, Wester, &
Azen, 2004; Tuason & Friedlander, 2000), greater effectiveness and functioning in
stressful situations (Murdock & Gore, 2004), more adaptive problem-solving skills
(Skowron, 2000), greater effortful control (Skowron & Dendy, 2004), less chronic
anxiety (Skowron & Friedlander, 1998), greater relationship satisfaction (Skowron,
2000), fewer interpersonal problems (Wei, Vogel, Ku, & Zakalik, 2005), marital
satisfaction (Skowron, 2000; Skowron & Friedlander, 1998), and identity development
in young adolescence (Johnson, Buboltz, & Seeman, 2003). In addition, differentiation
of self, as measured by the DSI-R, has been found to predict the formation of favourable
therapeutic alliances in brief conjoint family treatment (Lambert & Friedlander, 2008).
Research investigating the significance of differentiation of self has largely been
conducted on normal, non-clinical samples focussing predominately on individual
functioning and well-being. Relatively few studies have investigated differentiation of
self using a psychiatric or clinical sample. Table 1 provides a list of studies that have
investigated the relationship between differentiation of self and psychological
symptoms. This list is representative of the nature of research that has examined
associations between these variables to date. Accordingly, studies were included in the
list on the basis that they examined the relationship between differentiation of self and
psychological symptoms. Of note, is the relatively few number of studies conducted on
clinical/psychiatric samples. The assertion that differentiation of self is “the personality
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Table 1
Studies investigating the relationship between differentiation of self and psychological
symptoms
Study

Aims

Sample

Findings

Greene, Hamilton,
& Rolling (1986)

To examine the relationship
between the Differentiation of
Self Scale (DOSS; Kear, 1978;
cited in Greene, Hamilton, &
Rolling, 1986) and psychiatric
diagnostic categories

Psychiatric patients with a
diagnosed mental illness/disorder
(n = 82) - 9% with an unspecified
personality disorder); and a nonclinical control sample (n = 61)

Psychiatric patients had lower
levels of DoS when compared to
non-clinical controls; the DOSS
does not discriminate by severity
of diagnosis

Skowron &
Friedlander (1998)

To test theoretically predicted
relations between DoS,
psychological symptoms and
marital satisfaction

Adult employees at a large US
university and their spouses (N =
127). 10% were currently in
therapy for unidentified reasons

Greater DoS predicted lower
chronic anxiety, better
psychological adjustment and
greater marital satisfaction

Elieson & Rubin
(2001)

To examine the relationship
between level of DoS and
depression using the DSI
(Skowron & Friedlander, 1998)

A clinically depressed sample (n
= 100); and two non-clinical
control samples (i.e., university
students & internet volunteers)
(n = 201)

Clinically depressed participants
had lower levels of DoS
compared to non-clinical controls

Peleg-Popko (2002)

To examine the utility of DoS for
predicting students‟ social
anxiety and somatic symptoms

Non-clinical sample of Israeli
undergraduate university students
(N = 117)

Lower levels of DoS were
significantly associated with
greater social anxiety and
somatic symptoms

Skowron, Holmes &
Sabatelli (2003)

To examine relationships
between underlying dimensions
of DoS; and age, gender, and
emotional well-being

Non-clinical adult sample
randomly selected from the
waiting list for the Baltimore
Longitudinal Study of Aging (N
= 221)

Lower emotional reactivity, less
emotional cutoff, and the ability
to take an “I” position in
relationships predicted well being
among both men and women

Skowron & Dendy
(2004)

To investigate relationships
between differentiation of self,
attachment and effortful control

Non-clinical adult sample
solicited on the World Wide Web
via news groups focusing on
family and parenting issues
(N = 225)

Significant relationships were
found between DoS and
attachment; DoS predicted
effortful control after accounting
for variance due to attachment
security

Skowron, Wester &
Azen (2004)

To test whether DoS mediated or
moderated relationships between
college stress and personal
adjustment

Non-clinical sample of
undergraduate university students
(N = 126)

DoS partially mediated effects of
academic and financial stress and
exerted a direct influence on
adjustment

Thorberg & Lyvers
(2006)

To examine attachment, fear of
intimacy, and DoS in clients
undergoing treatment for
substance problems

Substance disordered clients
enrolled in addiction treatment
programs (n= 99); and a nonclinical control sample (n = 59)

Substance disordered clients
reported lower levels of DoS and
secure attachment; and higher
levels of insecure attachment and
fear of intimacy compared to
normal controls

Murray, Daniels &
Murray (2006)

To examine the usefulness of
Bowen Theory and as a
framework for understanding
fibromyalgia

Adult patients diagnosed with
fibromyalgia syndrome (N = 201)

More severe symptoms of
fibromyalgia are significantly
correlated with lower levels of
DoS, high levels of emotional
cutoff and higher levels of
perceived stress

Lambert &
Friedlander, 2008

To examine DoS as a predictor of
clients‟ perception of therapeutic
alliance

Adult clients engaged in brief
family therapy (N = 38)

Adults with greater levels of DoS
reported significantly more
positive overall alliances

Skowron, Stanley &
Shapiro (2008)

To examine over-time
relationships between DoS, and
interpersonal and psychological
well-being

Non-clinical sample of young
adults attending a large midAtlantic university (N = 132)

Greater DoS at Time 1 predicted
lower psychological and
interpersonal distress at Time 2
after controlling for Time 1
distress
Note: DoS = differentiation of self; DSI = Differentiation of Self Inventory (Skowron & Friedlander, 1998)
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variable most critical to mature development and the attainment of psychological
health” (Skowron & Friedlander, 1998, p. 235) warrants empirical validation using a
clinical/psychiatric sample.

To the author‟s knowledge no published studies have

investigated differentiation of self or the clinical utility of the DSI or DSI-R in a sample
of clients diagnosed with BPD - a diagnostic group known for its arrested emotional
development and chronic psychological distress.

Differentiation of Self in Borderline Personality Disorder
Bowen‟s concept of differentiation of self points to a developmental milestone
in the characterological formation of an individual. Bowen and Kerr (1988) argue that
the potential to become a psychologically healthy individual is primarily determined by
the nature of family relationship experiences. Mature functioning in adulthood is said
to result from family relationship experiences characterised by emotion regulation, and
a balance of autonomy versus support and connection; while immature functioning is
said to be the result of family experiences marked by emotional reactivity, anxiety, and
the need to adjust to the subjectivity of others (Kerr & Bowen, 1988). Bowen‟s view of
the role of family relationships in childhood, as critical to an individual‟s psychological
well-being in adulthood, corresponds with major etiological factors in the development
of BPD. Research has demonstrated clear links between trauma and abuse and the
development of personality disorder, most notably, BPD. Childhood trauma and abuse,
particularly sexual abuse has been linked to BPD in a number of studies (e.g., Herman,
Perry, & van der Kolk, 1989; Zanarini, Gunderson, & Marino, Schwartz, &
Frankenburg, 1989; Westen, Ludolph, Misle, Ruffins, & Block, 1990; Zanarini, 2000;
Gunderson, et. al., 2006; Soloff, Feske, & Fabio, 2008).

Similarly, emotionally
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invalidating childhood environments, or environments that tend to respond erratically or
inappropriately to the child‟s private experiences (e.g., beliefs, thoughts, feelings,
sensations), have been argued to facilitate the development of BPD (Linehan, 1993a;
1993b). Linehan (1993a; 1993b) contends that the persistent discrepancies between a
child‟s private experiences and what others in the environment describe or respond to as
his or her experience provide the fundamental learning ground necessary for many of
the behavioural problems associated with BPD, in particular, emotion dysregulation.
Trauma, abuse, and/or emotional invalidation are likely to have profound effects on the
personality, especially the development of a coherent self system and integrated
representations of others. On the basis of the current thesis, it is argued that failure to
achieve a healthy level of differentiation of self is equal to a failure to develop a stable,
integrated sense of self – a core pathological component of BPD.
Interestingly, much of what has been described by Bowen (1976; 1978; Kerr &
Bowen, 1988) as determining and characterising a low level of differentiation of self
parallels the contextual, relational, and clinical experience of those diagnosed with
BPD. Kerr and Bowen (1988, p. 101) describe a person with a low or basic level of
differentiation as so lacking a sense of self that they become “complete appendages of
the relationship system to which they are attached”, are “emotionally needy and highly
reactive to others”; so preoccupied with “loving or being loved … [that] much energy is
consumed in the reactiveness to having failed to get love”; “so immersed in a feeling
world that they are mostly unaware of an alternative; and “so sensitised to the world
around them they have lost the capacity to feel; they are numb”. These authors go on to
say that “very poorly differentiated people, if stressed sufficiently, may murderously
strike out at others, particularly at those on whom they are most dependent” (p. 101).
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These statements are consistent with the DSM-IV-TR diagnostic criteria for BPD. Each
criteria will therefore be discussed and considered with reference to Bowen‟s (1976,
1978) characteristic profile of lower levels of differentiation of self.
Individuals with BPD are intensely fearful of abandonment (either real or
imagined), and will act frantically to avoid any perceived threat of separation or
rejection (DSM-IV-TR Criterion 1). The fear of abandonment in BPD is associated
with an intolerance to being alone, and a need for others. This need for others, and
intolerance of aloneness, parallels the desperate reliance of the poorly differentiated
individual on the relationship system. Bowen (1978) states that people with lower
levels of differentiation of self have greater needs for togetherness or fusion, and will
experience symptoms and discomfort when these are not met. Bowen contends that
these individuals will automatically respond to such discomfort with greater strivings
for closeness and togetherness, in order to restore the equilibrium and emotional status
quo. However, if such strivings fail, the poorly differentiated individual will become
more desperate and frantic, often resorting to reactive and impulsive behaviours.
Bowen asserts that such reactions include dependent clinging, seductiveness, pleading,
acting helpless, and becoming dictatorial and demanding – behaviours commonly
employed by clients with BPD when there is a perceived threat of abandonment or
rejection.
Clients with BPD are also characterised by a pattern of intense and unstable
relationships (DSM-IV-TR Criterion 2) which is often associated with their intense fear
of abandonment and rejection, and intolerance to being alone. As a consequence, they
tend to love quickly and deeply, to the point of idealising and clinging, and demand
nothing less in return. When their needs are not met on demand, however, clients with
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BPD will become devaluing, feeling that the other person does not care enough, give
enough, or is available enough. Relationships are therefore often intense and conflictual
making it difficult for them to maintain satisfying and meaningful connections with
others. Correspondingly, Bowen (1978, p. 367) describes the profile of the poorly
differentiated individual “… as totally relationship oriented” and focussed on “…
seeking love and approval”. According to Bowen, if the poorly differentiated individual
fails to achieve the desired approval, “they can spend their lives in withdrawal or
fighting the relationship system from which they fail to win approval.” Kerr and Bowen
(1988, p. 119) further argue that poorly differentiated individuals “who are consistently
in tumultuous relationships … [have] a high degree of emotional need for, and
reactivity to others”, and assert that the lower the level of differentiation, the more
intense this process.
As previously discussed, disturbances in self and identity (DSM-IV-TR
diagnostic criterion 3) are significant to a diagnosis of BPD.

Diagnostically, this

presents as a history of sudden and dramatic shifts in self-image, characterised by shifts
in goals, plans, values, beliefs, occupation and vocational pursuits, types of friends, and
sexual orientation. Often associated with disturbances of self and identity in BPD are
feelings of non-existence. Sufferers of the disorder will also complain of chronic
feelings of emptiness (DSM-IV-TR Criterion 7) related to a lack of core sense of self, or
sense of who they are.

Bowen (1976, 1978; Kerr & Bowen, 1988) makes clear

references to a lack of integration of self, its relationship to lower levels of
differentiation, and its potential impact on one‟s quality of life. Bowen (1976, 1978;
Kerr & Bowen; 1988) refers to the most poorly differentiated individual as a no-self,
whose functioning depends on the borrowing of self from others. For Bowen, these
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individuals are incapable of making long-term goals, have few firmly held convictions
and beliefs, are either dogmatic or compliant, and seek acceptance and approval above
all else. Bowen‟s description of the poorly differentiated individual closely matches the
self experience of those diagnosed with BPD. In addition, Kerr and Bowen (1988, p.
100-101) assert that people with lower levels of differentiation can be so “sensitised to
the world around them that they have lost the capacity to feel; they are numb” – a
description often given by clients with BPD to their experience of emptiness.
Individuals with BPD may display affective instability due to a marked
reactivity of mood (DSM-IV-TR Criterion 6). Moods can shift from intense dysphoria,
to irritability and anxiety, and are often interrupted by episodes of anger (DSM-IV-TR
Criterion 8).

Despair and panic may also feature prominently.

The DSM-IV-TR

suggests that the affective instability may reflect individuals‟ extreme reactivity to
interpersonal stresses. Similarly, anger is said to be triggered by perceived threats of
abandonment, rejection or neglect by a caregiver or lover. The emotional reactivity for
which individuals with BPD are known matches the emotional reactivity of the poorly
differentiated individual as described by Bowen. Specifically, poorly differentiated
individuals find it difficult to remain calm in response to the emotionality of others.
Bowen argues that responses can range from automatic compliance to extreme
oppositional behaviour. Kerr (1981, p 238) further adds the emotional reactivity can be
“reflected by an impaired ability to be aware of and express feelings, or in an inability
to control volcanic outbursts of emotion”.
BPD is also characterised by impulsivity, self-damaging acts, and stress-related
paranoid ideation or dissociative symptoms (DSM-IV-TR Criteria 4, 5, and 9). These
often represent attempts to regulate dysphoria, and commonly occur in reaction to
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threats (real or imagined) of abandonment, separation or rejection. Bowen (1976, 1978;
Kerr & Bowen, 1988) asserts that the lower a person‟s level of differentiation, the lower
their adaptiveness to stress, and the more prone he or she is to dysfunction. Kerr and
Bowen (1988) further posit that increased and chronic levels of stress and anxiety are
likely to result in emotional and social dysfunction, characterised by impulsiveness or
withdrawal, or by social misbehaviour (Kerr and Bowen, 1988). Although, Bowen does
not speak specifically about self damaging acts as characteristic of those with a lower
level of differentiation of self, such behaviours are maladaptive responses to stress, are
dysfunctional, and are often emotional reactions to threats of abandonment. It is argued,
therefore, that self damaging acts are plausible features of a lower level of
differentiation of self.

In summary, there is much similarity and correspondence

between the diagnostic descriptors of BPD and the profile of a low level of
differentiation of self as described by Bowen (1976, 1978, Kerr & Bowen, 1988).

The Current Thesis
Overall Aims
The current thesis aims to make a significant contribution to the knowledge and
understanding of Bowen‟s concept of differentiation of self, and its relevance to the
development of self and identity in BPD. More specifically, it aims to:
1.

Examine self and identity in BPD, as assessed by the DSI (Skowron &
Friedlander, 1998).

2.

Investigate change in DSI following a program of intensive psychotherapy.

3.

Explore the subjective, lived experience of clients diagnosed with BPD in
relation to self and identity.
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Studies and Hypotheses
Study 1: The Differentiation of Self Inventory (DSI) as a measure of self disturbance in
borderline personality disorder
Study 1 (Chapter 2) aims to investigate the DSI as a measure of self in a sample
of clients diagnosed with BPD, and explore the relationship between DSI and other,
relevant measures of self and borderline psychopathology. To the author‟s knowledge,
the DSI has not been utilised or explored within this population. Questions to be
addressed in Chapter 2 include: “Does the DSI discriminate between clients diagnosed
with BPD and normal controls?” and “Does the DSI relate significantly to other,
relevant measures of self and borderline psychopathology”. Accordingly, the following
hypotheses are proposed:
1.

Clients diagnosed with BPD will obtain low scores on the DSI reflecting
an impoverished level of differentiation of self.

2.

Significant mean score differences will be found between clients
diagnosed with BPD and normal controls on level of DSI.

3.

Significant differences in level of DSI will be observed for clients
diagnosed with BPD based on age group (i.e., under 25s versus 25s and
over).

4.

DSI scores will correlate significantly with relevant measures of self,
borderline psychopathology and psychological distress.

Study 2: Differentiation of self and psychotherapy outcome
Study 2 (Chapter 3) aims to investigate whether (i) improvements in level of
differentiation of self, as measured by the DSI, will be observed following a program of
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intensive psychotherapy; (ii) changes in DSI scores correspond to changes in relevant
measures of self, BPD psychopathology and psychological distress; and (iii) change in
DSI can predict symptomatic change over time. Accordingly, the following hypotheses
are proposed:
1.

Clients diagnosed with BPD will have significantly higher levels of
differentiation of self, as measured by the DSI and its subscales, following
a program of intensive psychotherapy.

2.

Any observed changes in level of differentiation of self, as measured by
the DSI, will correlate significantly with changes in other, relevant
measures of self, BPD psychopathology, and psychological distress
following a program of intensive psychotherapy.

3.

Pre-treatment levels of differentiation of self, as measured by the DSI, will
predict symptomatic change over time.

Study 3: A qualitative analysis of differentiation of self
Study 3 (Chapter 4) aims to explore the subjective, lived experience of clients
diagnosed with BPD. It is anticipated that clients‟ comments about their quality of life
prior to, and on completion of treatment, will contain statements that reflect and support
Bowen‟s notion of differentiation of self.
It should be noted that Studies 1, 2 and 3, of the current thesis were derived from
a single sample of clients, and as such, could alternatively be referred to as "phases".
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Chapter 2
Study 1: The Differentiation of Self Inventory (DSI) as a
Measure of Self Disturbance in Borderline Personality
Disorder
Most theoretical perspectives consider disturbances of self and identity as central, if not
fundamental, to personality disorder (e.g., developmental, social-cognitive and
psychoanalytic theory). Despite this, there is a paucity of research in the area of self
pathology.

For example, literature on BPD focuses heavily on the tangible and

observable manifestations of the disorder, such as dysregulation of affect, cognitive
distortions, behavioural discontrol, and interpersonal dysfunction.

Little attention,

however, has been given to disturbances of self in the BPD literature, probably because
of a lack of psychometric instruments capable of reliably and validly measuring level of
sense of self and/or self integration. Measures currently being used for this purpose are
time-consuming in their administration and scoring, and are based on observer ratings
(e.g., Structured Interview for Personality Organization (STIPO; Stern, et al., 2010);
Reflective Functioning Scale (Fonagy, Target, Steele, & Steele, 1998)).
The purpose of the current study was to explore self and identity in a sample of
clients diagnosed with BPD using the DSI (Skowron & Friedlander, 1998). Of specific
interest was the establishment of the efficacy of the DSI as a measure of self and
identity; and whether it contributes to the understanding of borderline psychopathology.
The DSI has not been subjected to extensive empirical research with clinical/psychiatric
populations and, to date, has not been explored within a sample of clients diagnosed
with BPD. Accordingly, it was hypothesised that: (i) clients diagnosed with BPD will
obtain low scores on the DSI reflecting an impoverished level of self differentiation; (ii)
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significant mean score differences will be found between clients diagnosed with BPD
and normal, non-clinical control groups on level of DSI; (iii) that significant differences
in level of DSI will be observed for clients diagnosed with BPD based on age group
(i.e., under 25s versus 25s and over); and (iv) the DSI will relate significantly and
meaningfully to relevant measures of self, borderline psychopathology, and
psychological distress. Overall, the current study aims to investigate the clinical utility
of the DSI as a measure of self and identity in a sample of clients diagnosed with BPD.

Method
Participants
Participants were 62 clients referred to the Illawarra Affect Regulation Clinic –
a collaboration of the South Eastern Sydney and Illawarra Area Health Service of New
South Wales, Australia and the University of Wollongong – for assessment and
treatment of BPD. Referrals to the clinic were received from private psychiatrists,
general practitioners, and other health care providers. Inclusion criteria for the study
included: (i) meeting five or more criteria out of nine on the Structured Clinical
Interview for DSM-IV, Axis II (SCID II; First, Spitzer, Gibbon, & Williams, 1995;
First, Spitzer, Gibbon, Williams, & Benjamin, 1996); and (ii) being eighteen to sixtyfive years of age. Exclusion criteria for this and Study 2 (see Chapter 3) included: (i) a
primary diagnosis of a disorder other than BPD, particularly, a psychotic disorder, (ii)
clients with a primary diagnosis of heroin dependence, severe alcohol dependence, or
illicit polysubstance dependence (e.g., amphetamines) who were referred to a
residential detoxification clinic, and excluded from the study until their dependence had
been treated; (iii) significant cognitive impairment and/or developmental delay; and (iv)
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a history of antisocial behaviour, including violent and/or aggressive acts against
others. Clients who did not meet inclusion criteria and/or who met one or more
exclusion criteria were not approached to participate in the study. All clients who met
inclusion criteria, and who did not meet exclusion criteria (N = 62) consented to
participate in the study (i.e., 100%). Nil declined. No clients dropped out of the
current study (Study 1).
Participants comprised 53 females and 9 males. The mean age of the sample
was 31.03 years (SD = 8.85; range = 19 – 56). The mean number of years of education
was 12.10 (SD = 2.62; range = 7.5 - 18). Ten were employed either full-time or parttime (16.1%); 52 were unemployed (83.9%). Thirty-four were single (54.8%), 18 were
married or living with a partner (29%); and 10 were divorced or separated (16.2%).
Forty two had children (67.7%). Forty four of the clients who participated in the study
reported a family history of psychiatric illness (71.0%); and 54 reported a history of
childhood abuse and/or neglect (87.1%). Sixty percent of the sample disclosed that
they had been sexually abused as children. Of the 62 participants, 48 (77.4%) reported
a history of attempted suicide, and 54 were taking prescribed psychiatric medication
(87.1%).
Borderline psychopathology at initial assessment was severe, with 47 clients
meeting 7 or more DSM-IV criteria for borderline personality disorder (75.8%). Figure
2 illustrates the degree of endorsement for each DSM-IV criteria. Clients also met
DSM-IV criteria for major depressive disorder (n = 49; 79%); panic disorder (n = 34;
54.8%); generalised anxiety disorder (n = 27; 43.5%); social phobia (n = 30; 48.4%);
post-traumatic stress disorder (n = 37; 61.3%); and obsessive-compulsive disorder (n =
11; 17.7%).

37

100
50

No

0

Percentage

Yes

1

2

3

4

5

6

7

8

9

DSM-IV Criteria

Figure 2. Percentage of Endorsement of DSM-IV criteria for 62 clients diagnosed with
borderline personality disorder
Note: 1 = Real or imagined abandonment; 2 = Unstable and intense relationships; 3 = Identity disturbance; 4 = Impulsivity; 5 =
Recurrent suicidal or self-mutilating behaviour; 6 = Affective instability; 7 = Chronic emptiness; 8 = Anger; 9 = Paranoid ideation
or dissociative symptoms

The majority of participants identified themselves as non-Aboriginal
Australians (n = 56; 90.3%); 3 were from the United Kingdom (4.8%), 1 was from New
Zealand (1.6%), 1 was from the Netherlands (1.6%), and 1 was from South Africa
(1.6%).

Measures
The following measures were administered during the initial assessment
interview in order to screen for potential participants, and to collect baseline data on
variables of interest. The measures were again administered following a program of
intensive psychotherapy to assess outcome (see Study 2; Chapter 3). Measures were
chosen a priori, because of their relevance and/or correspondence to borderline
psychopathology, symptomatology, and/or distress. The specific outcome domains
were global functioning; depression severity; relationship anxiety and avoidance;
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dimensions of self; dissociative experiences; emotional awareness; and anger
expression.
Structured Clinical Interview for DSM-IV. The Structured Clinical Interview
for DSM-IV, Axis I and II (SCID I & II; First, Spitzer, Gibbon, & Williams, 1995;
First, Spitzer, Gibbon, Williams, & Benjamin, 1996) is a comprehensive semistructured diagnostic interview for Axis I and Axis II disorders as conceptualised by the
DSM-IV system. The SCID II was used to screen for BPD; the SCID I was used to
screen for co-morbid DSM-IV Axis I disorders. Inter-rater reliability for the SCID and,
thus, classification and diagnosis of mental disorders for the participants involved in the
study, was achieved following a process of discussion, consultation and consensus
among three clinicians: two who had conducted the assessment interview and
administration of the SCID; and one senior, consultant clinician with whom diagnosis
was discussed to reach consensus.
Global Assessment of Functioning. Global Assessment of Functioning (GAF)
scores provide a single measure of an individual‟s level of functioning in global terms
(i.e., psychological, social and occupational). The GAF scale is divided into deciles
from 1 to 100 (e.g., 1-10; 11-20, etc.), each representing a described 10-point range of
functioning. A single GAF score reflects the individual‟s overall level of functioning
as determined by the clinician at the time of evaluation or assessment. The lower the
score, the poorer the individual‟s level of functioning. The GAF is useful in planning
treatment, as well as measuring and predicting outcomes (American Psychiatric
Association, 2000).

It was used in the current study as a measure of general

functioning.
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Differentiation of Self Inventory. The Differentiation of Self Inventory (DSI;
Skowron & Friedlander, 1998) was administered in the current study in order to
ascertain its utility as a measure of self and identity in a sample of clients diagnosed
with BPD. The DSI is a 43-item self report measure that focuses on adults, their
significant relationships, and current relations with family of origin (Skowron, 2000).
Participants respond to items on a Likert-type scale ranging from 1 (not at all true of
me) to 6 (very true of me).
The DSI contains four sub-scales: Emotional Reactivity (ER), “I” position (IP),
Emotional Cutoff (EC), and Fusion with Others (FO). The 11-item ER sub-scale
reflects the degree to which a person responds to emotional flooding, emotional lability
and hypersensitivity (e.g., “At times my feelings get the best of me and I have trouble
thinking clearly”). The “I” position sub-scale contains 11 items that reflect a clearly
defined sense of self and the ability to adhere to one‟s convictions (e.g., “No matter
what happens to me, I know I’ll never lose my sense of who I am”). The EC sub-scale
has 12 items that reflect feeling threatened by intimacy, fears of engulfment and
excessive vulnerability in relations with others (e.g., “I’m often uncomfortable when
people get too close to me”). Finally, the FO sub-scale, which has 9 items, reflects
emotional over-involvement and over-identification with others, especially one‟s
parents (e.g., “It has been said (or could be said) of me that I am still very attached to
my parents”).
The DSI full-scale score is calculated by reversing the raw scores on all items in
ER, EC and FO sub-scales and one item on the IP sub-scale (no. 35). Scores on all
items are then summed and divided by the total number of items, yielding scores that
range from 1 (low differentiation) to 6 (high differentiation). To obtain the sub-scales
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score, the summed raw score is summed and divided by the number of items in that
sub-scale (ER = 11, IP = 11, EC= 12, FO =9). Thus, scores on each sub-scale range
from 1 to 6, with higher scores reflecting greater levels of differentiation.
In the initial validation study (Skowron & Friedlander, 1998), the sub-scale/full
scale correlations were moderate to high, ranging from .43 to .80 in Study 2 and from
.52 to .84 in Study 3 (all p <.0001). Intercorrelations among the sub-scales were low to
moderate, ranging from .08 to .53. Internal consistency reliabilities of the DSI and its
sub-scales calculated with Cronbach‟s alpha were reported as: DSI full scale = .88, ER
= .84, IP = .83, EC = .82 and FO = .74. In the present study Cronbach‟s alphas were
.86, .83, .78, .75, and .76 for DSI full scale, ER, IP, EC, and FO, respectively. The
range for the Corrected Item-Total Correlations was -.19 to .68 for the DSI full scale,
.41 to .62 for ER, .33 to .58 for IP, .06 to .62 for EC, and .12 to .71 for FO.
Research for the current thesis commenced prior to the development of the DSIR (Skowron & Schmidt, 2003), and concluded several years later. Hence, the use of the
original version of the DSI (Skowron & Friedlander, 1998) in the present study and
Study 2 (Chapter 3). The DSI-R consists of 46 items; three more than the original DSI.
The DSI was revised to strengthen the psychometric properties of the FO subscale.
Hence, the three additional items in the DSI-R represent a psychometric improvement,
both in terms of internal consistency and construct validity, to the FO subscale; and the
overall full scale DSI (Skowron & Schmidt, 2003).
Experiences in Close Relationships. The Experiences in Close Relationships
scale (ECR) is a 36-item self-report attachment measure developed by Brennan, Clark,
and Shaver (1998). The ECR was developed from survey responses of more than 1,000
undergraduate students to over 300 items drawn from the most frequently used selfreport adult attachment instruments.

Factor analyses identified two orthogonal
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dimensions consisting of 18 items each: anxiety and avoidance. Items on the anxiety
sub-scale are designed to reflect fear of abandonment, rejection, or separation (e.g., “I
often worry that my partner will not want to stay with me”), whereas items on the
avoidance sub-scale are designed to reflect fears of intimacy and emotional closeness
(e.g., “I prefer not to be too close to romantic partners”). Respondents are directed to
complete the ECR in terms of their opinions about romantic relationships in general,
not how a particular relationship is experienced at the moment. The ECR uses a 7point Likert-type response scale (1 = strongly disagree, 4 = neutral/mixed, 7 = strongly
agree). Fear of abandonment, rejection, or separation is diagnostically relevant to
BPD, and is included among the DSM-IV-TR criteria for the disorder. Patients with
BPD, however, can also be intensely fearful of intimacy, and dismissive in their
attachment style. Accordingly, the ECR was used in the present study to measure
participants‟ inclination towards either anxiety or avoidance in close personal
relationships.
Brennan, Clark and Shaver (1998), reported internal reliability (coefficient
alpha) for the anxiety and avoidance subscales of the ECR as .91 and .94, respectively.
Significant correlations with other measures of adult attachment, sexual behaviour and
intimate touch in romantic relationships (Brennan, Clark, & Shaver, 1998), as well as
measures of interpersonal problems and core relationship conflicts (Mallinckrodt &
Wei, 2005) provides evidence of the validity of the ECR. In the current study, scores
for all items in each sub-scale were averaged yielding reliability estimates of .91 for
both the anxiety and avoidance sub-scales. The range for the avoidance subscale's
Corrected Item-Total Correlations was .33 to .69; the range for the anxiety subscale's
Corrected Item-Total Correlations was .41 to .73.
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Relationship

Questionnaire.

The

Relationship

Questionnaire

(RQ;

Bartholomew & Horowitz, 1991) is a self-report instrument comprising four short
paragraphs describing each of the attachment styles (secure, fearful, preoccupied, and
dismissing). Respondents select a paragraph that best characterises them and then
rates, on a 7-point Likert scale (ranging from 1 = not at all like me to 7 = very much like
me), how well each description corresponds to their general relationship style.
Reliability estimates of the RQ classifications (kappas), and ratings (alpha coefficients)
have been reported at about .35 and .50, respectively (Crowell, Fraley, & Shaver,
1999). The RQ has demonstrated test-retest reliability over 8-month and 4-year periods
(Kirkpatrick & Hazen, 1994; Scharfe & Bartholomew, 1994). Evidence for construct,
discriminate, and convergent validity of the RQ has also been found in separate studies
(Griffen and Bartholomew, 1994; Reis and Grenyer, 2002). The RQ was administered
in the current study as a confirmatory measure of attachment and relationship style.
Reflective Functioning Scale.

The Reflective Functioning Scale (Fonagy,

Target, Steele, & Steele, 1998) is an observer rating that examines the extent to which
an individual‟s interpersonal narrative makes use of mental state language to indicate
an understanding of the characteristics of mental or internal states in both the self and in
others. In the current study, it served as a measure of self, relative to the DSI.
The reflective Functioning scale rates narratives derived from the interview
transcripts of the Adult Attachment Inventory (AAI; George, Kaplan, & Main, 1985).
The AAI is a semi-structured, hour-long protocol consisting of 18 questions that was
developed for the purpose of assessing an individual‟s state of mind regarding their
attachment history.
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Reflective functioning (RF) is rated on an 11 point scale with scores ranging
from -1 (negative RF) to 9 (full or exceptional RF). Scores of 3 or less suggest limited,
low, absent or negative RF. A score of 5 is the most common rating in a high
functioning “normal” sample (Fonagy, et al., 1998).
Questions in the interview transcript are categorised as one of two types: those
that permit the individual to demonstrate their reflective-self capacities, and those that
demand a demonstration of the individual‟s capacity for reflective-self functioning.
Narratives in response to demand questions are given greater weight in the overall
score. Permit questions, on the other hand, are only rated if they indicate a capacity for
reflective functioning above the level of a „3‟. Distinctly anti-reflective responses to
permit questions are taken into consideration when the final score is aggregated.
In the current study, participants‟ AAI interviews were audio-taped, and
transcribed verbatim. All transcripts were then examined and rated for RF by the
author (N = 47) according to the Reflective Functioning Manual, Version 5 (Fonagy, et
al., 1998). A random subset of transcripts (n = 6), was also rated by an independent
judge. Interrater reliability, based on the subset of transcripts was r =.97. Given this
high correlation, further rating of transcripts by the independent judge was deemed
unnecessary. The author and independent judge are psychodynamically trained clinical
psychologists with several years experience in the assessment and treatment of BPD.
Both had been trained in the use of Fonagy‟s scoring manual by a leading academic
from the University of Wollongong.
Beck Depression Inventory. The Beck Depression Inventory (BDI; Beck, Ward,
Mendelson, Mock, & Erbaugh, 1961) is a 21-item self-report scale that measures
severity of depression. It is a continuous measure suitable for both psychiatric and
normal populations.

The scale covers affective, cognitive, motivational, and
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physiological symptoms of depression.

Each category consists of four or five

statements that the subject endorses on a 4-point Likert scale ranging from 0 to 3. The
BDI is a measure of state, not trait, depression and is scored by summing the ratings
given to each of the 21 items. The suggested cut-off scores for the BDI are 0 to 13 for
minimal depression, 14 to 19 for mild depression, 20 to 28 for moderate depression,
and 29 to 63 for severe depression.
The BDI has been used in treatment trials for BPD (Bateman & Fonagy, 1999;
Clarkin, Levy, Lenzenweger, & Kernberg, 2007), and has demonstrated high internal
consistency in psychiatric and non-psychiatric samples with a mean coefficient alpha of
.87, and test-retest correlations of greater than .60 (Beck, Steer, & Garbin, 1988). In
the current sample, the alpha coefficient was .89. The range for the BDI's Corrected
Item-Total Correlations was -.15 to .69.
Toronto Alexithymia Scale-20.

The Toronto Alexithymia Scale (TAS-20;

Bagby, Parker, & Taylor, 1994a, 1994b) is a multidimensional, 20 item questionnaire
which asks participants to rate, on a 5-point Likert scale ranging from 1 (never true) to
5 (very often true), the degree to with which they agree with each statement. Items
assess alexithymia according to three separate, though empirically related, factors:
difficulty identifying feelings and distinguishing them from bodily sensations (e.g., I
am often confused about what emotion I am feeling); difficulty describing or
communicating feelings to others (e.g., It is difficult for me to find the right words for
my feelings); and an externally oriented style of thinking (e.g., I prefer talking to people
about their daily activities rather than their feelings). Several authors have suggested
that alexithymia is a contributing factor to the behavioural and emotional instability in
BPD (Bach, de Zwaan, Ackard, Nutzinger, & Mitchell, 1994; Grotstein, 1986; Linehan,
Cochran, & Kehrer, 2001). Furthermore, BPD has been found to be significantly
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related to higher levels of alexithymia (Zlotnick, Mattia, & Zimmerman, 2001). The
TAS-20 was therefore administered as a measure of emotional awareness in the current
study. The TAS-20 has demonstrated good internal consistency (alpha = .81), testretest reliability (r = .77), and evidence for concurrent validity in both clinical and nonclinical samples (Bagby, Parker, & Taylor, 1994a, 1994b; Taylor, Bagby, & Parker,
1997). The alpha co-efficient for the current study (n = 58) was .77. The range for the
TAS-20's Corrected Item-Total Correlations was -.21 to .56.
The prevalence of alexithymia was calculated using the recommended cut-off
score of 60 for “clinical” cases on the TAS-20 (Taylor, Bagby, & Parker, 1997). Scores
of 61 or higher were therefore considered indicative of alexithymia.
Dissociative Experiences Scale. The Dissociative Experiences Scale (DES;
Carlson & Putnam, 1993) is a 28-item, self-report measure that asks respondents to
indicate the frequency of dissociative experiences.

DES items enquire about

phenomena that are considered key aspects of the dissociation construct. These include
experiences of amnesia, continuity of awareness, depersonalisation, derealisation,
absorption, and identity alteration. Examples of DES items include having no memory
for important past events in one‟s life (autobiographical amnesia), being in a familiar
place but finding it strange and unfamiliar (derealisation), feeling as if one‟s body is not
one‟s own (depersonalisation), becoming so absorbed in watching television or a movie
that one is unaware of other events happening around them (absorption), and feeling as
if one is two different people (identity alteration). The DES yields item and total scores
which range from 0 to 100. Total scores are calculated by averaging the 28-item scores
(i.e., summing item scores and dividing by 28).
The DES was used to measure dissociation in the current study, noting that
dissociation is included among the DSM-IV-TR criteria for BPD. The DES has been
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used in randomised clinical trials of psychosocial treatment for people diagnosed with
BPD (e.g., Koons; et al., 2001), and has demonstrated good test-retest reliability and
internal consistency (Carlson & Putnam, 1993). Test-retest reliability for the DES
range from .84 to .96 (Carlson & Putnam, 1993), and a test of internal consistency
yielded an alpha co-efficient of .95 (Frischholz et al., 1990). The alpha co-efficient for
the current study (n = 58) was .94. The range for the DES's Corrected Item-Total
Correlations was .36 to .80.
State-Trait Anger Expression Inventory.

The State-Trait Anger Expression

Inventory (STAXI; Spielberger, 1996) is a self-evaluation questionnaire which
measures anger experience and expression. It comprises 44 items organised into six
scales and two subscales that give measures of State Anger, Trait Anger, and Anger
Expression.

In the current study, only the Anger Expression (AX/EX) scale was

utilised in statistical analyses.

AX/EX is derived from the STAXI‟s three anger

expression scales: Anger-Out (AX/Out), Anger-In (AX/In), and Anger Control
(AX/Con); and provides a general index of the expression of anger independent of its
direction (i.e., inward or outward).
The STAXI was used in the current study as a measure of anger, a DSM-IV-TR
diagnostic criterion for BPD. It has had extensive development and validation with
normal, forensic, and medical populations, and has been used as an outcome measure in
randomised clinical trials of psychosocial treatment for people diagnosed with BPD
(e.g., McMain, et al., 2009). Internal reliabilities of .91, .82, .86, .78, and .88 have been
reported for the State, Trait, and Anger In, Out, and Control scales, respectively
(Spielberger, 1996). In the current sample (n = 58), the alpha co-efficients for the State,
Trait, and Anger In, Out, and Control scales were .95, .91, .79, .86, and.76. The range
for the Corrected Item-Total Correlations was .63 to .90 for State scale, .47 to .78 for
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Trait scale, .33 to .63 for Anger In, .41 to .75 for Anger Out, and .06 to .63 for Anger
Control. As AX/EX is derived from the scores of the anger in, out and control scales,
rather than directly from item ratings, it was not possible to compute an alpha for this
scale.

Procedure
Clients referred to the Illawarra Affect Regulation Clinic for assessment and
treatment of BPD were administered structured, semi-structured, and self-report
questionnaires by clinical psychologists from the South Eastern Sydney and Illawarra
Area Health Service of New South Wales, Australia, or Intern Clinical Psychologists
from Northfields Clinic, a professional training facility of the School of Psychology at
the University of Wollongong.

Clients were informed of the current study at

commencement of the assessment interview by the interviewing clinician, and provided
with an information sheet outlining the aims of the research. Those who agreed to
participate in the study signed formal consent forms authorising the author (or
representative) to: (i) audiotape their assessment interview, and (ii) use their deidentified data for research purposes. All clients included in the study met DSM-IV-TR
criteria for BPD.

Diagnosis was established following a thorough process of

assessment and consultation which involved two clinicians interviewing the client (one
as primary interviewer and the other as observer); consultation with a third experienced
clinician regarding diagnosis; and presentation of the clinicians‟ diagnostic impressions
to the client for clarification and confirmation. Forty-seven of the 62 clients involved
in the study provided responses across all measures.
To investigate differences between clients diagnosed with BPD and normal,
non-clinical groups on level of differentiation of self, comparative analyses were
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conducted using the results obtained from Skowron and Friedlander‟s (1998) normative
U.S. sample, and results obtained from an Australian study using a normal, non-clinical
sample (Reh and Marlow, 2001). Reh and Marlow (2001) examined the relationship
between one‟s level of differentiation of self, as measured by the DSI, and attachment
style in the context of close personal relationships. Participants were 159 Australians
(64 men, 94 women, and 1 unspecified), aged between 18 and 67 years who were either
general staff or students of the University of Wollongong; or the parent, partner or adult
child of a general staff member or student of the University of Wollongong. Thus,
Participants were drawn from a normal, non-clinical population. The results of the
study found no significant difference between participants‟ DSI full-scale scores and
those of Skowron and Friedlander (1998) normative U.S. sample; no significant
difference between participants DSI full-scale score based on age group (i.e., under 25
or 25 and over); and a significant relationship between higher DSI scores and secure
attachment.
All research reported in the current thesis was approved by the Human Research
Ethics Committee of the University of Wollongong. Accordingly, participates were
informed that the research was voluntary; that they were free to refuse to participate,
and free to withdraw from the research at any time; and that refusal to participate or
withdrawal of consent would not affect their treatment in anyway.

Data Analysis
Firstly, descriptive statistics (i.e., mean and standard deviation) for the DSI and
its subscales ER, IP, EC, and FO were examined to determine the characteristic,
quantitative level of differentiation of self for a sample of clients diagnosed with BPD.
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Secondly, one-sample t-tests were used to investigate differences between clients
diagnosed with BPD, and clients drawn from normal, non-clinical control groups on
level of DSI.

Thirdly, independent t-tests were conducted to test for differences

between age groups (i.e., under 25s and those 25 and over) on level of DSI. Finally,
Pearson correlations with Bonferroni correction, and a multidimensional scaling (MDS)
analysis were conducted to examine associations and similarity, respectively, between
scores on the DSI and its subscales; and relevant measures of self, borderline
psychopathology and psychological distress. The overall aim of the aforementioned
analyses was to determine the usefulness and validity of the DSI as a measure of self in
a sample of clients diagnosed with BPD. All analyses were performed with a twotailed alpha of .05.

Results
Preliminary Analysis
Characteristics of the data were explored prior to statistical analyses, and errors
in data entry corrected. Self-report measures with a participant response rate of less
than 70% were excluded from the analyses, and estimated mean values were inserted
for randomly missing data. On tests of normality, scores were found to be within
normal limits or, otherwise, reasonably distributed. A small number of univariate
outliers were identified in the data. These were legitimate values which were retained,
unaltered, for statistical analysis and interpretation following consultation with a
statistical advisor.
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Descriptive Statistics
Mean and standard deviations for the number of BPD criteria met, GAF, DSI,
RF, BDI, TAS-20, DES, AX/EX and the anxiety and avoidance dimensions of the
ECR, by sex and total sample, are presented in Table 2. Normality data for these
variables (i.e., skewness and kurtosis statistics) are included in Appendix B.
Intercorrelations among DSI subscales, and DSI subscale and DSI full scale
correlations are presented in Table 3. Subscale intercorrelations were moderate (ER
and FO, r= 60; IP and ER, r = 50) to negligible (EC and IP, r = .06). Subscale - full
scale correlations were moderate to high, ranging from r = .57 (EC) to r = .83 (ER);
and all were significant (p < .01). Intercorrelations observed in the current study for EC
and IP, FO and IP, and FO and EC differ to those reported in the initial studies on the
development and validation of the DSI (Skowron & Friedlander, 1998). Specifically, in
the current study, the intercorrelation between EC and IP was negligible (r= .06)
compared to those obtained by Skowron and Friedlander (i.e., r = .31 and r = .28).
Conversely, in the current study, the intercorrelations between FO and IP (r = .28), and
FO and EC (r = .26) were moderate compared to the negligible results obtained by
Skowron and Friedlander (i.e., r = .08 and r = .12 for FO and IP; and r = -.12 and r = .04, for FO and EC). Subscale - full scale correlations in the current study were similar
to those obtained by Skowron and Friedlander (1998), with the exception of FO which
was high in the current study (r = .75) compared to the moderate results obtained by
Skowron and Friedlander (1998) in their initial development and validation studies (r =
.43 and r = .52)
Overall, participants were found to have serious symptoms and/or impairment
across several domains of functioning (GAF; range 10 - 61), low levels of
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differentiation of self; impoverished reflective functioning; depression within the severe
range; clinically significant levels of alexithymia (TAS-20 > 60) and dissociation (DES
 30); intense feelings of anger, and high levels of avoidance and anxiety in close
personal relationships.

Table 2
Sample mean and standard deviations
Measure
n

Women
M

SD

n

Men
M

SD

N

Total
M

SD

BPD Criteria Met

53

7.47

1.26

9

7.44

1.42

62

7.47

1.26

GAF

53

45.96

11.24

9

39.67

19.14

62

45.05

12.68

DSI
ER
IP
EC
FO

50
50
50
50
50

2.51
1.83
2.70
2.95
2.55

0.53
0.68
0.89
0.87
0.90

8
8
8
8
8

3.01
2.50
3.07
3.15
3.36

0.66
0.82
0.61
0.85
0.82

58
58
58
58
58

2.58
1.92
2.75
2.97
2.66

0.57
0.73
0.86
0.86
0.92

ECR
Avoidance
Anxiety

47
47

4.15
5.19

1.16
1.08

8
8

3.78
4.86

1.36
1.16

55
55

4.10
5.14

1.18
1.09

RF

41

2.01

1.34

6

2.08

0.66

47

2.02

1.27

BDI

49

35.47

10.67

8

30.62

15.67

57

34.79

11.45

TAS-20

50

70.06

9.97

8

66.63

10.85

58

69.59

10.07

DES

50

33.09

18.72

8

33.64

25.93

58

33.17

19.59

AX/EX

50

38.36

9.52

8

45.88

9.16

58

39.40

9.75

Note: BPD Criteria Met = Number of DSM-IV criteria met for borderline personality disorder. GAF = Global Assessment of
Functioning; DSI = Differentiation of Self Inventory (Skowron & Friedlander, 1998); ER = Emotional Reactivity; IP = I Position; EC
= Emotional Cutoff; FO = Fusion with Others. Scores range from 1 to 6. Higher scores on all scales reflect greater differentiation of
self. ECR = Experiences in Close Relationships (Brennan, Clark & Shaver, 1998). Higher ECR scores indicate greater attachment
avoidance and attachment anxiety. RF = Reflective Functioning (Fonagy, Target, Steele, & Steele, 1998). Scores range from -1 to 9.
Higher RF scores indicate greater reflective functioning capacity. BDI = Beck Depression Inventory (Beck, Ward, Mendelson, Mock,
Erbaugh., 1961). Higher BDI scores indicate severer levels of depression. TAS-20 = Toronto Alexithymia Scale (Bagby, Parker, &
Taylor, 1994a, 1994b). Higher TAS-20 scale scores indicate greater alexithymia. DES = Dissociative Experiences Scale (Carlson &
Putnam, 1993). Higher DES scale scores reflect greater dissociative experiences. AX/EX = Anger Expression Subscale of the StateTrait Anger Expression Inventory (STAXI; Speilberger, 1996). Higher AX/EX scores indicate greater experience of intense angry
feelings.

Differences were found between men and women on the DSI full-scale score, t
= 2.34; p = .02, and on the ER and FO subscale scores, t = 2.51; p = .02, and t = 2.39; p
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= .02, respectively. Specifically, men showed higher levels of overall differentiation of
self, lower emotional reactivity, and less fusion with others compared to women. A
difference between men and women was also found on level of anger expression, t =
2.08; p = .04, with the frequency with which anger is expressed being higher for men.
There was no difference between the sexes on number of BPD criteria met, GAF, RF,
mastery, BDI, TAS, DES or level of anxiety and avoidance in close relationships.
These results, however, should be viewed with caution. The large disparity in sample
sizes, and in particular the very small number of males (i.e., 53 females to 9 males)
render the analysis of the differences between the groups statistically powerless. Thus,
any interpretations or conclusions drawn are susceptible to issues of validity, and
inferential at best.

Table 3
Intercorrelations among DSI subscales, and DSI subscale - full scale correlations
Scale
1
2
3
4
5
1. DSI
2. ER
.83**
3. IP
.62**
.50**
4. EC
.57**
.26*
.06
5. FO
.75**
.60**
.28*
.26*
Note: DSI = Differentiation of Self Inventory (Skowron & Friedlander, 1998); ER = Emotional Reactivity; IP = I Position; EC =
Emotional Cutoff; FO = Fusion with Others. Scores on the DSI and subscales range from 1 - 6. Higher scores on all scales
represent greater differentiation of self.
* p < ..05. **p < .01, two tailed

Frequencies for the four attachment styles endorsed by participants on the RQ,
together with frequencies for coefficient-based attachment categories derived from the
ECR are presented in Table 4.
Participants in the current sample were found to be largely insecure in the
attachment style with 85% endorsing an insecure attachment style on the RQ, and
94.6% being classified as such on the ECR. On the RQ, female participants were
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predominantly more fearful in their attachment relationships compared to males who
were more preoccupied. This was not the case, however, on the ECR where both males
and females were found to be predominately fearful in their attachment styles.
Brennan, Clark, and Shaver (1998) report that categorisation of individuals into one of
the four attachment groups based on the multi-item, two dimensional ECR will produce
stronger results than Bartholomew and Horowitz‟s (1991) self-classification measure
(RQ). Given that the reliability estimates for the ECR are superior to that for the RQ,
the ECR coefficient-based attachment categories are deemed a more accurate reflection
of participant‟s attachment styles in relationships.

Table 4
Frequencies for the Relationship Questionnaire (RQ) & Experiences in Close
Relationships (ECR) questionnaire attachment categories by gender
Measure

Women

RQ (n = 62)
Secure
Fearful
Preoccupied
Dismissive
Unspecified
ECR (n = 55)
Secure
Fearful
Preoccupied
Dismissive

Men

Total

Count

%

Count

%

Count

%

3
30
7
9
4

4.8%
48.4%
11.3%
14.5%
6.5%

1
3
4
0
1

1.6%
4.8%
6.5%
0.0%
1.6%

4
33
11
9
5

6.5%
53.2%
17.7%
14.5%
8.1%

1
27
17
2

1.8%
49.1%
30.9%
3.6%

1
8
2
0

1.8%
9.1%
3.6%
0.0%

2
32
19
2

3.6%
58.2%
34.5%
3.6%

Note: RQ = Relationship Questionnaire (Bartholomew & Horowitz, 1991); ECR = Experiences in Close Relationships (Brennan,
Clark & Shaver, 1998).

RF scores, rated according to Fonagy‟s Reflective Functioning Scale (Fonagy,
Target, Steele, & Steele, 1998), are illustrated in Figure 3. Almost 90% of participants
in the current sample (n = 47) had little to no reflective functioning capacity, and only
10.6% were rated as having an “ordinary” level of RF. No participants were deemed to
have marked or exceptional RF.
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25

20

15
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5

0
Absent

Low

Ordinary

Marked+

Reflective Function

Figure 3. Reflective Function (RF) ratings for clients diagnosed with borderline personality
disorder (BPD) (n = 47)
Note: Absent RF = Scores from 0 to 1; Low RF = Scores from 1.5 to 4; Ordinary RF = Scores from 4.5 to 5.

Hypothesis Testing
Hypothesis 1:

Clients diagnosed with BPD will obtain low scores on the DSI
reflecting an impoverished level of differentiation of self

Livesley (2003) notes that there is general consensus in the clinical literature
that failure to develop a stable and coherent sense of self is a key feature of personality
disorder; and that self pathology is indicative of BPD. Given this consensus, it is
predicted that clients with BPD will be found to have low or impoverished levels of
differentiation of self.
DSI scores range from one to six, with higher scores reflecting higher levels of
differentiation of self. For the purposes of delineating low scores from high scores, a
threshold of three was assigned with scores of less than three indicating low levels of
differentiation. A mean DSI full-scale score of 2.58 was obtained for the current
sample with 83% of the sample scoring below the threshold. Based on the above
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categorisation rule for high and low scores on the DSI, this result reflects a low level of
differentiation of self.

Mean scores obtained for the current sample on the DSI

subscales ER, IP, EC, and FO also failed to reach levels of three or more (i.e., 1.92,
2.75, 2.97, and 2.66, respectively) signifying poor levels of differentiation across the
interpersonal and intrapsychic dimensions of self. Overall, clients diagnosed with BPD
were found to have impoverished levels of differentiation of self, thus, confirming the
hypothesis. Specifically, they were found to have high levels of emotional reactivity, a
poor capacity for maintaining a clearly defined sense of self in the context of other, an
inclination to emotional cutoff, and a tendency to fuse with others.

Hypothesis 2:

Significant mean score differences will be found between clients
diagnosed with BPD and normal, non-clinical control groups on
level of DSI

As disturbances of self or identity are inherent to personality disorders
(American Psychiatric Association, 2000; PDM Task Force, 2006), and are a DSM-IVTR criterion for BPD (i.e., Criterion 3: Identity disturbance: markedly and persistently
unstable self-image or sense of self (American psychiatric Association, 2000, p. 710)),
it is expected that significant mean score differences will be found between BPD and
normal, non-clinical control groups on level of DSI. Specifically, it is expected that
mean DSI scores will be significantly lower for the current BPD sample relative to
normal, non-clinical groups.

Accordingly, t tests were conducted to compare the

distribution of DSI scores obtained in the current study with Skowron and Friedlander‟s
(1998) normative, non-clinical, U.S. sample, and Reh and Marlow‟s (2001) normative,
non-clinical, Australian sample. The results of the current comparative analyses (i.e.,
between the current BPD sample, Skowron and Friedlander‟s (1998) normal, non56

clinical U.S., and Reh and Marlow‟s (2001) normal, non-clinical Australian sample) are
presented in Tables 5 and 6.

Table 5
Comparative statistics for borderline personality disorder (BPD) and normal, nonclinical Australian groups on Differentiation of Self Inventory (DSI) scales
BPD Sample
(n= 58)

Scale
M
2.58
1.92
2.75
2.97
2.66

DSI
ER
IP
EC
FO

SD
.57
.72
.86
.86
.92

Normal, Non-clinical
Australian Sample
(n = 159)
M
SD
3.68
.54
3.29
.84
4.01
.71
4.47
.85
2.68
.78

Mean
Difference
t
-14.59**
-14.23**
-11.14**
-13.25**
-.14

Note: Normal, non-clinical Australian sample (Reh & Marlow, 2001). DSI = Differentiation of Self Inventory (Skowron &
Friedlander, 1998); ER = Emotional Reactivity; IP = I Position; EC = Emotional Cutoff; FO = Fusion with Others.
**p < .001, two tailed

Table 6
Comparative statistics for borderline personality disorder (BPD) and normal, nonclinical U.S groups on Differentiation of Self Inventory (DSI) scales
BPD Sample
(n= 58)

Scale

DSI
ER
IP
EC
FO

M
2.58
1.92
2.75
2.97
2.66

SD
.57
.72
.86
.86
.92

Normal, Non-clinical
U.S Sample
(n = 169)
M
SD
3.73
.58
3.35
.90
4.01
.83
4.34
.87
2.97
.88

Mean
Difference
t
-15.25**
-14.85**
-11.14**
-12.10**
.-2.53*

Note: Normal, non-clinical U.S. sample (Skowron & Friedlander, 1998). DSI = Differentiation of Self Inventory (Skowron &
Friedlander, 1998); ER = Emotional Reactivity; IP = I Position; EC = Emotional Cutoff; FO = Fusion with Others.
**p < .001, two tailed; *p < .05, two tailed

As predicted, significant differences were found between the BDP sample and
the normal, non-clinical Australian and US samples on DSI full scale scores and ER,
IP, and EC subscale scores. The BPD sample was found to have lower levels of
differentiation of self, was more emotionally reactive, less able to take an “I” position,
and more emotionally cutoff. There was no significant difference between the BPD
sample and the normal, non-clinical Australian sample on FO subscales scores,
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suggesting that individuals diagnosed with BPD do not differ significantly from
individuals drawn from a normal, non-clinical population on level of fusion with others.
However, when compared with Skowron and Friedlander‟s normative, non clinical
sample, a significant difference was found for FO. Specifically, the BPD sample
showed greater emotional over-involvement and over-identification with others relative
to the normal, non clinical sample.

Hypothesis 3:

Significant differences in level of DSI will be observed for clients
diagnosed with BPD based on age group (i.e., under 25s versus 25s
and over)

Skowron and Friedlander (1998) developed the DSI for adults aged 25 years
and above. By defining adulthood with a lower limit of 25 years of age they sought to
ensure that “the samples obtained consisted of those individuals who, from a family life
cycle perspective … could be considered adults (i.e., post-college or working, living
apart from the parental home, and largely financially independent)” (p. 236). BPD,
however, is an adult condition which can be diagnosed from the age of 18, in
accordance with the major diagnostic manuals (DSM-IV; ICD-10). Contrary to the
current hypothesis is the assumption that one‟s sense of self or identity, once formed
(by the end of adolescence/early adulthood), is highly stable and difficult to change.
Given that a significant number of participants in the current study were under the age
of 25 (i.e., n = 16; 25.8%; range = 19-24), an independent t-test was performed to
determine whether there were significant mean differences in level of differentiation of
self between the two groups (i.e., the under 25‟s and the 25‟s and over). Means and
standard deviations for the two groups on DSI and its subscales are presented in Table
7. No significant differences were found between age groups on either full-scale or
sub-scale DSI scores (ps > .05).

Bivariate correlations conducted to test for
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associations between age and DSI full and subscale scores, in general, also found no
relationship between these variables (ps > .05).

Table 7
Mean and standard deviations on the Differentiation of Self Inventory (DSI) by age
group
Scale
n
15
15
15
15
15

DSI
ER
IP
EC
FO

Under 25
M
2.64
2.06
2.62
3.01
2.90

SD
0.53
0.80
0.89
0.72
1.11

n
43
43
43
43
43

25 and Over
M
2.56
1.88
2.79
2.96
2.58

SD
0.59
0.71
0.86
0.91
0.85

Note: DSI = Differentiation of Self Inventory (Skowron & Friedlander, 1998); ER = Emotional Reactivity; IP = I Position; EC =
Emotional Cutoff; FO = Fusion with Others.

Hypothesis 4:

DSI scores will correlate significantly with relevant measures of self,
borderline psychopathology and psychological distress

In order to determine the DSI‟s validity and usefulness as a measure of self
and/or identity, bivariate correlations were conducted to test for associations between
scores on the DSI and its subscales, and relevant measures of self, borderline
psychopathology and psychological distress. Results of the analyses are presented in
Table 8.

Each correlation is discussed individually, as follows, to establish the

convergent, discriminant, and/or criterion validity of the DSI with relevant measures.

Relationship between DSI and Number of DSM-IV criteria met for BPD
Full scale DSI did not relate to the number of DSM-IV criteria for BPD
endorsed by participants. However, negative relationships were found between the
number of BPD criteria endorsed and the ER and IP subscales of the DSI, noting that
lower ER and IP scores reflect lower levels of differentiation of self. Accordingly,
59

those meeting a greater number of DSM-IV criteria for BPD were found to be more
emotionally reactive and less able to take an “I” position in relationships.

Table 8
Relationship between Differentiation of Self Inventory (DSI) & relevant measures of self,
borderline psychopathology and psychological distress
Scale
BPD Criteria Met
GAF
ECR Avoidance
ECR Anxiety
RF
BDI
DES
TAS-20
AX/EX

DSI
-.19
.01
-.37*
-.42**
-.06
-.57**
-.15
-.26*
-.29*

ER
-.32*
-.07
-.15
-.51**
-.14
-.51**
-.20
-.23
-.32*

DSI and Subscales
IP
-.33*
-.11
-.08
-.48**
-.04
-.45**
.03
.03
-.27*

EC
.21
.19
-.66**
.10
.21
-.29*
-.17
-.46**
-.17

FO
-.14
-.01
.00
-.37*
-.24
-.33*
-.08
-.01
-.03

Note: BPD Criteria Met = Number of DSM-IV criteria met for borderline personality disorder. GAF = Global Assessment of
Functioning; DSI = Differentiation of Self Inventory (Skowron & Friedlander, 1998); ER = Emotional Reactivity; IP = I Position;
EC = Emotional Cutoff; FO = Fusion with Others. ECR = Experiences in Close Relationships (Brennan, Clark & Shaver, 1998).
RF = Reflective Functioning (Fonagy, Target, Steele, & Steele, 1998). BDI = Beck Depression Inventory (Beck, Ward,
Mendelson, Mock, & Erbaugh., 1961). TAS-20 = Toronto Alexithymia Scale (Bagby, Parker, & Taylor, 1994a, 1994b). DES =
Dissociative Experiences Scale (Carlson & Putnam, 1993). AX/EX = Anger Expression Subscale of the State-Trait Anger
Expression Inventory (STAXI; Speilberger, 1996).
*p < .05, two tailed; ** Bonferroni correction, p = .004)

Relationship between DSI and GAF
No relationship was found between participants‟ level of DSI (full scale and
subscales) and GAF. Specifically, participants‟ level of differentiation of self was not
related to their overall level of global (i.e., psychological, social and occupational)
functioning at the time of clinical assessment which supports the notion that the DSI is
not measuring general functioning.

Relationship between DSI and Avoidance and Anxiety Dimensions of the ECR
Significant negative relationships were found between full scale DSI and the
avoidance and anxiety dimensions of the ECR. Figures 4 and 5 graphically depict the
relationships between these variables. Essentially, participants with lower levels of
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differentiation of self reported greater avoidance in close intimate relationships.
Similarly, participants with lower levels of differentiation of self reported more anxiety
in their close intimate relationships.
Significant negative relationships were also found between the DSI subscales
EC, ER, and IP, and the avoidance and anxiety dimensions of the ECR. Figures 6, 7
and 8 show the associations between these variables. Specifically, lower EC scores
were related to greater levels of avoidance in close, intimate relationships, while lower
scores on the ER, IP, and FO subscales were related to greater levels of anxiety.
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Figure 4. Relationship between the Differentiation of Self Inventory (DSI) and Avoidance
Dimension of the Experiences in Close Relationships (ECR) questionnaire (n = 55)
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Figure 5. Relationship between the Differentiation of Self Inventory (DSI) and Anxiety
Dimension of the Experiences in Close Relationships (ECR) questionnaire (n = 55)
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Figure 6. Relationship between the Emotional Cutoff (EC) subscale of the Differentiation of
Self Inventory (DSI) and Avoidance Dimension of the Experiences in Close Relationships
(ECR) questionnaire (n = 55)
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Figure 7. Relationship between the Emotional Reactivity (ER) subscale of the Differentiation
of Self Inventory (DSI) and Anxiety Dimension of the Experiences in Close Relationships
(ECR) questionnaire (n = 55)
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Figure 8. Relationship between the „I‟ Position (IP) subscale of the Differentiation of Self
Inventory (DSI) and Anxiety Dimension of the Experiences in Close Relationships (ECR)
questionnaire (n = 55)
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Relationship between DSI and RF
No association was found between participants‟ level of differentiation of self
and their capacity for reflective functioning (RF). Essentially, results failed to find a
relationship between the degree of coherency of participants‟ sense of self, in the
context of emotional relationships (i.e., differentiation of self), and the extent to which
they use mental state language to understand the characteristics of mental (or internal)
states in self and other.

Relationship between DSI and BDI
Figure 9 provides a visual representation of the linear association between DSI
and BDI scores.
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Figure 9. Relationship between the Differentiation of Self Inventory (DSI) and Beck
Depression Inventory (BDI) (n = 57)

As shown, a significant negative relationship was found between the two
variables. Thus, participants with lower levels of differentiation of self reported higher
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levels of depression compared to those with greater levels of differentiation of self who
reported lower rates of depressive symptomatology. As depicted in Figure 9, a greater
concentration of cases are found in the top left quadrant of the scatterplot illustrating
the strength of the relationship between lower DSI scores (identified here as scores less
than 3), and severe scores on the BDI (i.e., scores of 29 or more).
Significant negative relationships were also found between the ER, IP, EC, and
FO subscales of the DSI and BDI, noting that lower scores on the DSI subscales reflect
poorer levels of differentiation of self.

Accordingly, participants who were more

depressed were more emotionally reactive, less able to take an „I‟ position in
relationships, more emotionally cutoff, and more inclined to fusion with others.

Relationship between DSI and DES
No relationship was found between DSI (full scale and subscales) and DES
suggesting that participants‟ level of differentiation of self did not relate to their selfreported experience of dissociative phenomenon.

Relationship between DSI and TAS-20
A significant negative relationship was found between DSI and TAS-20.
Specifically, the lower the level of differentiation of self, the greater the level of
alexithymia. In contrast, participants with higher levels of differentiation of self were
found to have lower alexithymia scores.
A significant negative relationship was also found between the EC subscale of
the DSI, and the TAS-20. Thus, participants who were more emotionally reactive, and
therefore poorly differentiated, were more alexithymic, noting that lower DSI subscale
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scores reflect poorer levels of differentiation of self. The correlation between the EC
subscale and TAS-20 is shown in Figure 10.
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Figure 10. Relationship between the Emotional Cutoff (EC) subscale of the Differentiation of
Self Inventory (DSI) and Toronto Alexithymia Scale (TAS-20) (n = 58)

Relationship between DSI and AX/EX
A significant negative relationship was found between DSI and AX/EX (r = .29; p < .05). Accordingly, participants with lower levels of differentiation of self were
found to have greater levels of anger which may be suppressed, expressed aggressively,
or both.
Significant negative relationships were also found between the AX/EX scales
and scores on the DSI subscales, EC and IP. Essentially, participants who were more
emotionally reactive and less able to take an „I‟ position in relationships (as denoted by
lower EC and IP scores), experienced more intense feelings of anger compared to
participants with higher DSI scores.
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In summary, significant negative relationships were found between the DSI
and/or its subscales and other relevant measures of borderline psychopathology, such as
the number of DSM-IV criteria met for BPD, TAS-20, BDI, AX/EX and the anxiety
and avoidance dimensions of the ECR. Specifically, borderline clients with lower
levels of differentiation of self were found to endorse a greater number of DSM-IV
criteria for BPD; were more alexithymic, more depressed, more inclined to experience
and express feelings of anger, and more anxious and avoidant in their close personal
relationships/attachments with others. Conversely, no relationship was found between
borderline clients‟ level of differentiation of self and global functioning (as determined
by the clinician at the time of assessment), reflective function, and experiences of
dissociative phenomenon.

Multidimensional Scaling Analysis
Individual comparisons between DSI and measures of self, borderline
psychopathology and psychological distress were conducted (above) to test the
hypothesis that lower DSI scores will be related to greater levels of psychopathology.
As reported, significant negative relationships were found between DSI and the other
measures. The question remains, however, whether the DSI corresponds logically and
conceptually to those variables that were promising in the above analyses and, by
themselves, showed a relationship to DSI (i.e., number of DSM-IV criteria met for
BPD, GAF, RF, BDI, DES, TAS-20 and AX/EX).

To establish similarity (or

dissimilarity) and proximity between variables, a multidimensional scaling (MDS)
analysis was conducted using clients' scores obtained on each of the measures. Figure
11 illustrates the derived stimulus configuration for the Euclidean distance model.
Stress and RSQ values of .00354 and .99996, respectively, suggest a good fit of the data
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to the multidimensional model. As can be observed, the two dimensional map derived
from the data obtained for the ten variables (DSI, number of DSM-IV criteria met for
BPD, GAF, RF, BDI, DES, TAS-20, AX/EX, and the anxiety and avoidance
dimensions of the ECR) show almost no distance between DSI, RF and the avoidance
dimension of the ECR, and very little distance between DSI, number of BPD criteria
met; and the anxiety dimension of the ECR. These findings provide evidence for a high
level of fit between the original proximities and derived distances in common space,
thus indicating a corresponding high level of similarity among these five variables.
Conversely, greater distances, and therefore less similarity, are observed between DSI
and GAF, BDI, DES, TAS-20 and AX/EX.
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Figure 11. Derived stimulus configuration for the Euclidean distance model
Note: BPD Criteria Met = Number of DSM-IV criteria met for borderline personality disorder. GAF = Global Assessment of
Functioning; DSI = Differentiation of Self Inventory (Skowron & Friedlander, 1998); ER = Emotional Reactivity; IP = I
Position; EC = Emotional Cutoff; FO = Fusion with Others. ECR = Experiences in Close Relationships (Brennan, Clark &
Shaver, 1998). RF = Reflective Functioning (Fonagy, Target, Steele, & Steele, 1998). BDI = Beck Depression Inventory (Beck,
Ward, Mendelson, Mock & .Erbaugh, 1961). TAS-20 = Toronto Alexithymia Scale (Bagby, Parker, & Taylor, 1994a, 1994b).
DES = Dissociative Experiences Scale (Carlson & Putnam, 1993). AX/EX = Anger Expression Subscale of the State-Trait
Anger Expression Inventory (STAXI; Speilberger, 1996).
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Study 1 Discussion
The DSI was administered to a sample of clients diagnosed with BPD to
examine their level of differentiation of self. It was hypothesised that, based on the
characteristic self disturbance in BPD, that participants would score poorly on level of
differentiation. The results confirm this hypothesis. Participants were found to have
impoverished levels of differentiation of self, high levels of emotional reactivity, high
levels of emotional cutoff, a tendency for fusion with others, and a poorly defined sense
of self in the context of other. These results point, not only to the characteristic self
disturbances in BPD, but also to the emotional dysregulation and abandonment fears for
which this disorder is more commonly known. They also lend support to Bowen‟s
(1978) assumption that chronic and debilitating disorders will occur more frequently
among those with lower levels of differentiation.
For the DSI to be clinically useful as a measure of self, it needs to be able to
discriminate between clinical and normal, non-clinical samples; in this case, between
healthy and disordered personality. As previously discussed, disturbances of self are
inherent to personality disorder. It is therefore expected that DSI scores for clients
diagnosed with BPD will be significantly lower than that obtained from normal, nonclinical samples. To test this hypothesis, the DSI mean score obtained for the current
sample was compared to Skowron and Friedlander‟s (1998) non-clinical, normative
sample, and Reh and Marlow‟s (2001) normal, non-clinical Australian sample.
Significant differences in level of differentiation of self were found between the current
sample and the normal, non-clinical samples. Essentially, clients with BPD reported
significantly lower levels of differentiation of self compared to the normal, non-clinical
groups. These results support the clinical usefulness of the DSI as a measure of self
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and/or identity, and its ability to discriminate between healthy and disordered
personality provides evidence for its construct validity.
Interestingly, men and women differed significantly in their level of DSI, with
women reporting lower levels of differentiation of self than men. Possible reasons for
this difference could be sex role socialisation, or incidence of childhood sexual abuse.
While childhood sexual abuse alone is neither necessary nor sufficient to the
development of BPD, it is widely viewed to have a profound and deleterious effect on
the developing conception of self and other (e.g., Herman, 1992; Harter, 1999). Noting
there was a greater reported incidence of childhood sexual abuse for women compared
to men in the current sample (i.e., 62% of women to 50% of men), it is speculated
whether this could have impacted the results.

Both sexes, however, were poorly

differentiated with mean scale scores of less than three from a maximum of six. Given
the small numbers of men compared to women in the current sample, there is a need for
caution in interpreting the observed gender effects. The large disparity in sample sizes,
and in particular the very small number of males (i.e., 53 females to 9 males) render
formal analysis of the differences between the groups statistically powerless. Thus, any
interpretations or conclusions drawn are susceptible to issues of validity, and inferential
at best. The observed differences in the means in the current thesis are therefore
reported for: (i) interest and descriptive purposes; and (ii) because they showed some
consistency with previous findings in the literature (e.g., Skowron & Friedlander, 1988;
Skowron & Schmitt, 2003; Skowron, Wester, & Azen, 2004). Further research using
equal numbers of men and women is warranted in order to elucidate gender differences,
if any, in level of differentiation of self for clients diagnosed with BPD, and whether
abuse history plays a role.
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Skowron and Friedlander (1998) developed the DSI for adults aged 25 and
above. By imposing a minimum age of 25 years they sought to ensure that those being
sampled would be largely self-sufficient and independent of family, thus conforming to
a family life cycle perspective of adulthood. However, BPD is an adult disorder,
diagnosable from the age of eighteen. This is based on the assumption that personality
and self system is largely established, and relatively stable, by this stage. As the DSI
was developed for the purposes of testing the theoretical assumptions of Bowen theory
and, specifically, for adults with a lower limit of 25 years of age, it was hypothesised
that significant differences in level of DSI would be observed for clients diagnosed with
BPD based on age group (i.e., under 25s versus 25s and over). The results of the
current study, however, did not support this hypothesis. The observed non significant
results may suggest that the DSI is a reliable measure of the more enduring,
intrapsychic dispositions of one‟s sense of self or identity; as opposed to the features of
self or identity that are amenable to change as a result of maturation (e.g., self-attitudes,
self-esteem, symptomatic and/or behavioural manifestations of dispositional traits).
The DSI‟s relationship to other measures of borderline psychopathology
provides evidence for its convergent and criterion validity as a measure of self and/or
identity. Notably, the DSI subscales Emotional Reactivity (ER) and “I” Position (IP)
were found to be significantly related to greater endorsement of DSM-IV BPD criteria.
Specifically, those who were more emotionally reactive and less able to take an “I”
position in relationships met a greater number of DSM-IV BPD criteria. Accordingly,
it is expected that these clients would be more susceptible to emotional flooding,
emotional lability and hypersensitivity.
Participants with lower levels of differentiation of self also reported greater
relationship avoidance, thus reflecting greater fears of intimacy and emotional
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closeness. Similarly, participants who were less differentiated reported more anxiety in
their close intimate relationships, which could be reflective of greater fears of
abandonment, rejection or separation – a defining feature of BPD. Significant negative
relationships were also found between the DSI subscales and the avoidance and anxiety
dimensions of the Experiences in Close Relationship (ECR) scale. Specifically, lower
Emotional Cutoff (EC) scores were related to greater levels of avoidance in close,
intimate relationships, while lower scores on the Emotional Reactivity (ER), “I”
Position (IP), and Fusion with Others (FO) subscales were related to greater levels of
anxiety. These results suggest that participants who were more inclined to emotionally
cut themselves off from others, (as denoted by lower Emotional Cutoff (EC) scores),
were more avoidant of intimacy and emotional closeness in their relationships.
Participants who were less differentiated in terms of their level of emotional reactivity,
ability to take an “I” position, and degree of emotional over-involvement and fusion
with others (as denoted by lower Emotional Reactivity (ER), “I” Position (IP) and
Fusion with Others (FO) scores) were more anxious and fearful of abandonment,
rejection or separation. Overall, poorer differentiation of self was strongly related to
the more maladaptive relationship patterns of attachment.
Clients diagnosed with BPD are known for being intolerant of their affect, and
will often react impulsively (e.g. self-harm, suicidal behaviours and gestures) in order
to regulate or avoid their negative internal states. Commonly, they are alexithymic. As
a result, they are unable to discern, describe or label their emotional states; often
confusing feelings with thoughts. Eighty-five percent of the current sample obtained
scores in excess of 60 on the Toronto Alexithymia Scale (TAS-20), denoting clinically
significant levels of alexithymia. According to Bowen (1976), poorly differentiated
individuals with a less coherent sense of self, are less able to tolerate the experience of
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strong affect, and are unable to distinguish thoughts from feelings. It would make
sense, then, that less differentiated individuals would report greater levels of
alexithymia. The results of the current study confirm this assumption with significant
negative relationships found between the DSI and TAS-20, and Emotional Cutoff (EC)
subscale and the TAS-20. Thus, poorly differentiated individuals are more likely to
have difficulty labelling and expressing their emotional experiences. These results
provide support for the convergent validity of the DSI as a measure relevant to
borderline psychopathology, including coherence of self, and lend support for Bowen‟s
notion of differentiation of self.
The DSI and its subscales were all found to be significantly correlated with the
Beck Depression Inventory (BDI). Similarly, the DSI related significantly to the anger
expression scale of the State-Trait Anger Expression Inventory (STAXI). Specifically,
lower levels of differentiation of self were associated with higher levels of expressed
anger; and greater, more severe levels of depression. Depression, in particular, was
highly and negatively correlated with DSI and its subscales, more so than any other
related measure of borderline psychopathology. Hence, the more impoverished the
individual‟s level of differentiation of self the more severe the depression, as measured
by the BDI.
Depression has been found to be strongly related to emptiness (Klonsky, 2008)
– one of the nine DSM-IV-TR criterion for BPD, and is listed in the Psychodynamic
Diagnostic Manual (PDM; PDM Taskforce, 2006) as an item for identity disturbance
on the Shedler-Westen Assessment Procedure (SWAP; 1998; 2004a, 2004b; Westen &
Shedler, 1999a, 1999b). It is notable that individuals with DSM-IV-TR Axis II
disorders, such as BPD, are less responsive to treatment for major depression and most
likely to relapse from treatment success (Thase & Simons, 1992). It could therefore be
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argued that depression is the behavioural, or symptomatic, expression of a more
fundamental disturbance in self or, alternatively, that a disturbance of self is a
predisposing factor to symptomatic and/or psychological distress.

The significant

negative relationship found between DSI and BDI in the current study support these
propositions, while also providing construct validity for the DSI as a relevant measure
of self and identity. Future research could explore the relationship between depressive
symptoms and disturbances in self in order to elucidate the significance of depression
as a marker or indicator of self pathology.
The lack of association between the DSI and Global Assessment of Functioning
(GAF), the Reflective Functioning (RF) scale, and the Dissociative Experiences Scale
(DES) are particularly notable. Accordingly, each will be discussed in turn.
As a measure of psychological, social and occupational functioning, it is not
entirely surprising that GAF relates poorly to the DSI.

These two measures are

specifically designed to measure different things, so their lack of relationship supports
the DSI‟s construct and discriminate validity as a measure of the intrapsychic structure
of self, compared to the general functioning of the GAF.
Interestingly, the reflective functioning capacity of clients in the current study
did not relate to their level of differentiation of self. This is contrary to what one would
expect given these two measures are purported to measure similar constructs; that is,
one‟s sense of self or self representation. As reported in the results, almost 90% of the
current sample had little or no reflective functioning capacity (i.e., scores of 3 or less on
an 11 point scale).

This is statistically relevant, in that it represents a skewed

distribution of reflective functioning (RF) scores against a more normally distributed
set of DSI scores. Accordingly, the test of linear association between the two variables
may have suffered from the presence of a „floor effect‟ in the reflective functioning
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(RF) data, thus, rendering the obtained results uninterpretable or invalid.

Further

studies, using more normally distributed samples across both clinical and non-clinical
populations, are needed to reliably determine the relationship, if any, between DSI and
reflective functioning (RF).
Individuals‟ level of differentiation of self did not relate to their reported
experiences of dissociative phenomenon, as measured by the DSI and Dissociative
Experiences Scale (DES). Dissociative phenomena are common to the experiences of
clients with BPD. The DSM-IV-TR (American Psychiatric Association, 2000) defines
dissociation as “a disruption in the usually integrated functions of consciousness,
memory, identity, or perception of the environment” (p.477). Livesley (2003) suggests
that “dissociative behaviour serves a similar function to that of deliberate self-harm –
both are affect-regulating responses used to reduce fear, anxiety, rage, or distress”
(p.269). Differentiation of self, on the other hand, is a personality variable posited by
Bowen (1976, 1978). The DSI was developed as a measure of Bowen‟s psychological
construct, differentiation of self; the Dissociative Experiences Scale (DES) was
developed as a clinical tool for identifying patients with dissociative psychopathology,
as well as a research tool for quantifying dissociative experiences.

The lack of

relationship between the DSI and the Dissociative Experiences Scale (DES) could
therefore be argued to be measuring something different – specifically, an intrapsychic
structure as opposed to behavioural responses to regulate affect.
The results of the multidimensional scaling (MDS) analysis provide a pictorial
representation of the relationship between the DSI and related measures of self, BPD
psychopathology, and psychological distress (i.e., DSM-IV criteria met for BPD, GAF,
RF, BDI, DES, TAS-20, AX/EX, and the anxiety and avoidance dimensions of the
ECR). Interestingly, the relationship between variables using this analysis contrasts
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somewhat with that found using correlational analyses. The MDS picture shows that
DSI, DSM-IV criteria met for BPD, GAF, RF, BDI, DES, TAS-20, AX/EX, and the
anxiety and avoidance dimensions of the ECR are distributed along a horizontal
dimension that could be interpreted as “behavioural” versus “intrapsychic”
manifestations of BPD psychopathology. Of particular note, is the clustering together
of the variables DSI, DSM-IV criteria met for BPD, RF, and the anxiety and avoidance
dimensions of the ECR in the central area of the “intrapsychic” dimension of the MDS
model. This suggests that the “intrapsychic” manifestations of BPD, including DSI, are
more homogeneous, and their relatedness less likely to have occurred from chance.
Conversely, the “behavioural” manifestations of BPD (i.e., GAF, BDI, TAS-20, and
AX/EX) are less homogeneous, exhibiting greater spread along the vertical axis. Of
particular note is the close proximity and high similarity between DSI and RF. This
finding conforms to the earlier assumption concerning their relatedness, yet not
supported by the correlational analysis. Hence, based on the MDS analysis, DSI and
RF are measuring related psychological constructs which, in the context of the current
study, could be argued to be sense of self or identity. Similarly, the anxiety and
avoidance dimensions of the ECR sit in close proximity to the DSI and RF. This is not
surprising given the ECR is an attachment measure based on internal working models
of self and other, constructed from a system of internalised relationship experiences
with primary caregivers during early childhood and carried forward into new
relationships as a core features of personality.
The clustering of BPD severity (as denoted by the number of DSM-IV criteria
met for the disorder), with variables on the “intrapsychic” dimension of the MDS
model, is notable and suggests that borderline psychopathology is significantly related
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to internal correlates of self or identity, in terms of both similarity and proximity, in a
two-dimensional space.
Overall, the finding of similarity between the DSI and other measures of
“intrapsychic” structures, and that of dissimilarity between the DSI and measures of
“behavioural” expressions of borderline psychopathology within the MDS picture,
provides further evidence for the construct and discriminate validity of the DSI as a
measure of self, and supports its usefulness as a clinical tool for measuring self
pathology.
Study 1 investigated the concept of self and identity in a sample of clients
diagnosed with BPD using, the DSI. The results of the study provide preliminary
support for the DSI as a self measure, and contribute to the understanding of borderline
psychopathology.

However, what effect, if any, does level of DSI have on

psychotherapy outcome and what is the effect of psychotherapy on level of DSI? This
thesis will now turn its attentions to exploring these and other questions about the
validity and utility of the DSI as a measure of self and identity.
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Chapter Three
Study 2: Differentiation of Self and Psychotherapy Outcome
Study 1 utilised a cross-sectional design to examine the validity and clinical utility of
the DSI as a measure of self in a sample of clients diagnosed with BPD. The current
study employs a longitudinal design to further test the DSI‟s validity. It also aims to
explore the effect of psychotherapy on level of differentiation of self and, conversely,
the effect of level of differentiation of self on therapeutic outcome. Most research using
the DSI has been cross-sectional in nature (e.g. Skowron & Friedlander, 1998), and only
one study to date has used a longitudinal design to test Bowen theory‟s assertion that
greater differentiation of self leads to better psychological well-being and interpersonal
competence (Skowron, Stanley, & Shapiro, 2009).

This study, however, only

investigated relationships between differentiation of self and interpersonal and
psychological well-being over a 12 week period in a non-clinical university sample. To
the author‟s knowledge, the effect of level of differentiation of self on psychotherapy
outcome has not been the subject of empirical investigation. Furthermore, no research
has investigated DSI in a sample of clients diagnosed with BPD.
The current study therefore aimed to answer the following research questions: (i)
will improvements in level of differentiation of self, as measured by the DSI, be
observed following a program of intensive psychotherapy? (ii) Does any observed
change in level of differentiation of self following psychotherapy correspond or relate to
changes in relevant measures of self, BPD psychopathology and symptomatic distress?
And (iii) does any observed change in level of differentiation of self predict
symptomatic change over time? Accordingly, several hypotheses were proposed:
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1. That clients diagnosed with BPD will have significantly higher levels of
differentiation of self, as measured by the DSI and its subscales, following a program of
intensive psychotherapy.

Livesley (2003, p. 85) states that in the management of

personality disorders the “development of self-knowledge is an almost universally
recognized therapeutic factor”, and a key mechanism for change. He further argues that
improved self-knowledge leads to greater control and mastery, and an expansion of self.
Similarly, Kerr and Bowen (1988, p. 127) argue that an improvement in one‟s level of
differentiation of self “strongly depends on a person‟s developing more awareness of,
and control over, his emotional reactivity”.. In the current study, psychotherapeutic
intervention focussed predominately on increasing self-awareness and understanding in
both individual and group psychotherapy with the view to gaining self control, mastery,
and behavioural change. It is therefore expected that psychotherapy would have a
beneficial effect on level of differentiation of self, as measured by the DSI and, thus,
coherence of self. Specifically, it is expected that improvements in differentiation of
self will be observed for clients diagnosed with BPD following a program of intensive
psychotherapy.
2.

That any observed changes in differentiation of self, will correlate

significantly with changes on relevant measures of self, BPD psychopathology and
psychological distress following a program of intensive psychotherapy.

If

improvements in level of differentiation of self equate to greater awareness and
acceptance of self, less emotional reactivity and better behavioural control, it is
expected that simultaneous improvements in global functioning, and symptomatic
distress will be observed.
3. That intake level of differentiation of self, as measured by the DSI, will
predict symptomatic change over time. As already discussed, self disturbance is a core
79

feature of personality disorder, and Study 1 found preliminary support for the DSI as a
measure of self. It was therefore anticipated that differentiation of self, as measured by
the DSI, will predict change in symptomatic distress in a sample of clients diagnosed
with BPD following a program of intensive psychotherapy aimed, primarily, at
addressing the self pathology.

Method
Participants
Participants were a subset of 18 clients from study 1 who had completed a
minimum of 32 weeks of intensive psychotherapy for borderline personality disorder at
the Illawarra Affect Regulation Clinic – a collaboration of the South Eastern and
Illawarra Area Health Service of New South Wales, Australia and the University of
Wollongong.

These were consecutive patients that had completed one year of

treatment and had data available for this study.
Participants comprised 15 females and 3 males. Prior to treatment, the mean
age of the sample was 32.78 years (SD = 9.50; range = 20 – 56). The mean number of
years of education was 13.08 (SD = 2.16; range = 9.5 - 18). Three were employed
either full-time or part-time (16.7%); 15 were unemployed (83.3%). Nine were single
(50%), 6 were married or living with a partner (33.4%); and 3 were divorced or
separated (16.7%).

Twelve had children (66.7%).

Fifteen of the clients who

participated in the study reported a family history of psychiatric illness (83.3%); and 16
reported a history of childhood abuse and/or neglect (88.9%). Fifty six percent (n =
10) of the sample disclosed that they had been sexually abused as children. Fifteen of
the 18 participants (83.3%) reported a history of self-harm and/or attempted suicide.
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Fifteen of the 18 participants were taking prescribed psychiatric medication (83.3%).
Borderline psychopathology at initial assessment was severe, with 72.2% of clients (n
= 13) meeting 7 or more DSM-IV criteria for borderline personality disorder. The
mean GAF score prior to treatment was 42 (n = 18; range = 10 – 61), indicating
symptoms and level of functioning within the serious range.
The majority of participants identified themselves as non-Aboriginal
Australians (n = 16; 88.9%); 1 was from the United Kingdom (5.6%), and 1 was from
South Africa (5.6%).
Sixteen participants completed the prescribed treatment program (i.e. individual
and group psychotherapy). One participant discontinued group psychotherapy of their
own volition after 3 months (12 sessions) but continued in individual psychotherapy for
the contracted period. Another participant engaged only in individual psychotherapy
due to full-time employment.

Measures
Measures included those used in Study 1, namely, the Structured Clinical
Interview for DSM-IV, Axis II (SCID II; First, Spitzer, Gibbon, & Williams, 1995;
First, Spitzer, Gibbon, Williams, & Benjamin, 1996), Global Assessment of
Functioning (GAF), Differentiation of Self Inventory (DSI; Skowron & Friedlander,
1998) Experiences in Close Relationships scale (ECR; Brennan, Clark, and Shaver,
1998), Reflective Functioning Scale (RF; Fonagy, Target, Steele, & Steele, 1998),
Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock & Erbaugh, 1961),
Toronto Alexithymia Scale (TAS-20; Bagby, Parker, & Taylor, 1994a, 1994b),
Dissociative Experiences Scale (DES; Carlson & Putnam, 1993), and the State-Trait
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Anger Expression Inventory (STAXI; Spielberger, 1996). In addition, the following
outcome measure was also used:
Mastery Scale, Version I. The Mastery Scale, Version I, (Grenyer, 1994, 2002)
is a comprehensive psychotherapy process research tool based on a biopsychosocial
model of psychotherapy.

It uses content analysis to assess changes in self-

understanding and self-control in the context of interpersonal relationships. The scale
is made up of six levels (lack of impulse control, introjection and projection of negative
affects, difficulties in understanding and control, interpersonal awareness, selfunderstanding, and self-control) representing the spectrum of functioning. The method
involves dividing transcribed speech samples into clauses, and then assigning scores
from 1 to 6 to those clauses indicative of mastery. Mean mastery scores are obtained
by summing the scores assigned, and dividing by the number of clauses. Scores of 1 to
2 denote low mastery and are characterised by a dominance of symptoms and defenses,
and a disturbance in relationship to self and other. Individuals scoring in this range are
highly susceptible to emotional distress and behavioural discontrol in the context of
interpersonal relationships. Conversely, scores of 5 to 6 denote high mastery and are
characterised by self-understanding and self-control, and meaningful interpersonal
relationships.

In the current study, speech samples obtained from participants‟

responses to a free association probe about their general quality of life (Viney, 1983) at
initial assessment and following treatment were transcribed verbatim, and used for the
purposes of deriving mastery scores.
The Mastery Scale has been used to investigate psychotherapeutic outcome in
patients diagnosed with personality disorders (Grenyer, 2002), and has demonstrated
good reliability and consistency with interrater reliability ranging from .75 to .89, testretest reliability ranging from .86 and .97, and a cluster analysis confirming that the
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categories fell into the predicted order of levels of the scale (Grenyer, 2002). In the
current study, transcripts were examined and rated by trained independent judges
according to Grenyer‟s (2002) Mastery Scale scoring method. Interrater reliability
scored on the entire sample at pre and post treatment was r = .95 and .97, respectively.
Both raters were first trained by the scale developer; then following coding of the
whole data set, the two coders met with the scale developer to develop final consensus
scores used in the analyses.

Procedure
Clients referred to the Illawarra Affect Regulation clinic who had been assessed
and diagnosed with BPD, and who had subsequently received a minimum of 32 weeks
of intensive psychotherapy, were administered semi-structured and self-report
questionnaires (pre and post treatment) by clinical psychologists from South East and
Illawarra Area Health Service of New South Wales, Australia or Intern Clinical
Psychologists from Northfields Clinic, a professional training facility of the School of
Psychology at the University of Wollongong. Treatment was based on an integrated
model of care, and comprised weekly individual psychodynamic psychotherapy, and
group dialectical behaviour therapy (DBT; Linehan, 1993a; 1993b). Group therapy
was provided by trained and experienced clinical psychologists from the South East
and Illawarra Area Health Service; individual psychotherapy was provided by clinical
doctoral students from the University of Wollongong. Group therapists provided 2
hours of skills training to up to 8 clients per week. Each doctoral degree student
provided weekly individual psychotherapy, of 50 minutes duration, to an average of 3
clients. All psychotherapy/treatment was overseen and supervised by a team of leading
academics and clinicians from the School of Psychology at the University of
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Wollongong, and its professional student training facility, Northfields Clinic.

Data Analysis
Firstly, paired sample t-tests were used to investigate differences in BPD
psychopathology following psychotherapy.

Secondly, Pearson correlations with

Bonferroni corrections were conducted to assess (i) the relationship between residual
change in level of DSI and residual change in related measures of BPD
psychopathology; and (ii) the relationship between intake DSI scores and the residual
change scores for other related measures of BPD psychopathology. Finally, those
variables that were related to DSI changes were simultaneously entered into a linear
regression analysis in order to assess their respective contribution to change, and to
assess the value of building an overall model accounting for changes in sense of self.
Unless otherwise stated, all analyses were performed with a two-tailed alpha of .05.

Results
Descriptive Statistics
At final assessment, 9 of the 18 participants (50%) who participated in the study
no longer met DSM-IV criteria for BPD (i.e., met less than 5 of the 9 criteria required
for diagnosis), and 3 of the 18 (16.7%) did not meet any criteria. Of the 18 participants,
7 were employed on either a full or part-time basis following treatment, representing a
22.2% increase on pre-treatment employment rates.

The mean GAF score, post

treatment, was 56.5 (range 21 – 75) signifying an improvement of 15 points compared
to the mean GAF score at intake, and a symptomatic change in clinician rated
functioning from “serious” to “moderate”. A significant reduction in self-harming
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behaviour was also observed post treatment (t = 3.14; p = .006) when one case,
identified as an outlier, was deleted from the analysis (n = 17). Self-harm behaviour
was assessed using an adapted version of the Parasuicidal History Interview (PHI;
Linehan, Wagner, & Cox 1989) which was administered at initial assessment and post
treatment. Observed changes in self-harm behaviours are included for interest only,
noting that self-harm is not the focus of the current thesis.

Treatment Improvements
Mean and standard deviations for BPD criteria met, GAF, DSI, RF, Mastery,
BDI, TAS-20, DES, AX/EX, and the anxiety and avoidance dimensions of the ECR at
time 1 and time 2 (i.e., pre and post treatment) are presented in Table 9; together with
the results of paired sample t-tests. Significant mean score differences were found
between Time 1 and Time 2 for the number of BPD criteria met, GAF, DSI, ER, IP,
ECR anxiety, RF, mastery, BDI, TAS-20, DES and AX/EX. Effect sizes, calculated
using Cohen's d, ranged from small (EC; ECR avoidance), to moderate (FO; Mastery),
to large (BPD criteria met; GAF; DSI; ER; IP; ECR anxiety; RF; BDI; TAS-20; DES;
AXEX).

Hypotheses Testing
Hypothesis 1:

Clients diagnosed with BPD will have significantly higher levels of
differentiation of self, as measured by the DSI and its subscales,
following a program of intensive psychotherapy

The results of the current study found significant improvements in clients‟ level
of differentiation of self following a program of intensive psychotherapy. Specifically,
mean scale scores for the DSI, and ER and IP subscales following treatment were
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significantly higher than the mean scale scores obtained prior to treatment (p = .02; p =
.00; p = .01, respectively). No significant differences were observed in means scales
scores for the subscales EC and FO, pre and post psychotherapy (p < .05; ns). Thus, the
results of the current study confirm the hypothesis for clients‟ overall level of
differentiation of self (DSI), emotional reactivity (ER), and ability to maintain an „I‟
position in relationships (IP). The hypothesis, however, was not supported for level of
emotional cutoff (EC) or fusion with others (FO).

Table 9
Paired Sample Means, Standard Deviations, and t-values for clients diagnosed with
borderline personality disorder (BPD) pre and post treatment
Measure

Time 1 (Pre-treatment)
n
M
SD

Time 2 (Post-treatment)
n
M
SD

t

df

Sig.

d

(2-tailed)

BPD Crit.
Met

18

7.39

1.15

18

4.06

3.00

5.04

17

.000

1.40

GAF

18

42.00

14.47

18

56.50

14.80

-3.35

17

.004

-0.79

DSI
ER
IP
EC
FO

18
18
18
18
18

2.63
2.02
2.84
2.89
2.75

0.59
0.75
0.76
0.89
0.83

18
18
18
18
18

2.99
2.53
3.27
3.12
3.01

0.72
0.88
0.91
1.00
0.70

-2.70
-3.54
-2.77
-1.21
-1.41

17
17
17
17
17

.015
.003
.013
.243
.176

-0.65
-0.85
-0.67
-0.29
-0.34

ECR
Avoid.
Anxiety

17
17

4.27
4.78

1.23
1.25

17
17

4.21
4.04

1.33
0.88

0.58
3.59

16
16

.573
.002

0.14
0.95

RF

15

2.40

1.04

15

3.20

1.53

-2.86

14

.013

-0.82

Mastery

16

2.80

0.72

16

3.58

1.23

-2.30

15

.036

-0.60

BDI

17

34.94

9.24

17

25.76

13.37

3.38

16

.004

0.87

TAS-20

17

70.47

9.73

17

59.47

15.14

5.19

16

.000

1.56

DES

18

34.51

19.04

18

25.45

21.75

3.08

17

.007

0.74

AX/EX

18

39.89

9.52

18

32.83

7.34

3.81

17

.001

0.93

Note: BPD Criteria Met = Number of DSM-IV criteria met for borderline personality disorder. GAF = Global Assessment of
Functioning; DSI = Differentiation of Self Inventory (Skowron & Friedlander, 1998); ER = Emotional Reactivity; IP = I Position;
EC = Emotional Cutoff; FO = Fusion with Others. ECR = Experiences in Close Relationships (Brennan, Clark & Shaver, 1998).
RF = Reflective Functioning (Fonagy, Target, Steele, & Steele, 1998). Mastery = Mastery Scale, Version 1 (Grenyer, 1994, 2002).
BDI = Beck Depression Inventory (Beck, Ward, Mendelson, Mock, & Erbaugh, 1961). TAS-20 = Toronto Alexithymia Scale
(Bagby, Parker, & Taylor, 1994a, 1994b). DES = Dissociative Experiences Scale (Carlson & Putnam, 1993). AX/EX = Anger
Expression Subscale of the State-Trait Anger Expression Inventory (STAXI; Speilberger, 1996).
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Hypothesis 2:

Changes in level of differentiation of self, as measured by the DSI,
will correlate significantly with changes on relevant measures of self,
borderline psychopathology and psychological distress, following a
program of intensive psychotherapy

Residualised gain scores were calculated and then correlated to determine the
relationship between observed changes in DSI and observed changes in relevant
measures of self, borderline psychopathology and psychological distress. The results of
this analysis are presented in Table 10. Each correlation (i.e., between residual gain
scores for DSI and residual gain scores for the variables: No. of criteria met, GAF, ECR
avoidance, ECR anxiety, mastery, RF, BDI, DES, TAS-20 and AX/EX) will be
discussed in turn as follows.

Table 10
Relationship between Changes in Differentiation of Self Inventory (DSI) scores & changes in
relevant measures of self, borderline psychopathology and psychological distress
Scale
BPD Criteria Met
GAF
ECR Avoidance
ECR Anxiety
Mastery
RF
BDI
DES
TAS-20
AX/EX

DSI
-.49*
.44*
-.46*
-.08
.12
.42
-.69**
-.67**
-.42*
-.67**

ER
-.42*
.43*
-.38
.04
.05
.47*
-.54*
-.56*
-.32
-.67**

DSI and Subscales
IP
-.41*
.48*
-.43*
-.34
.28
.45*
-.54*
-.47*
-.26
-.57*

EC
-.22
.34
-.53*
.12
-.03
.32
-.58*
-.66**
-.47*
-.77**

FO
-.46*
.07
-.16
-.11
.26
.05
-.69**
-.47*
-.28
-.09

Note: BPD Criteria Met = Number of DSM-IV criteria met for borderline personality disorder. GAF = Global Assessment of
Functioning; DSI = Differentiation of Self Inventory (Skowron & Friedlander, 1998); ER = Emotional Reactivity; IP = I Position;
EC = Emotional Cutoff; FO = Fusion with Others. ECR = Experiences in Close Relationships (Brennan, Clark & Shaver, 1998).
RF = Reflective Functioning (Fonagy, Target, Steele, & Steele, 1998). Mastery = Mastery Scale, Version 1 (Grenyer, 1994. 2002);
BDI = Beck Depression Inventory (Beck, Ward, Mendelson, Mock, & Erbaugh, 1961). TAS-20 = Toronto Alexithymia Scale
(Bagby, Parker, & Taylor, 1994a, 1994b). DES = Dissociative Experiences Scale (Carlson & Putnam, 1993). AX/EX = Anger
Expression Subscale of the State-Trait Anger Expression Inventory (STAXI; Speilberger, 1996).
*p < .05, one tailed; ** Bonferroni correction, p = .003)

Relationship between residual gain DSI scores and residual gain for Number of DSMIV criteria met for BPD
Changes in overall level of differentiation of self, as measured by the DSI, were
significantly related to changes in the number of DSM-IV criteria met for BPD.
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Essentially, the greater the improvement in level of differentiation, the lower the
number of DSM-IV criteria endorsed. Similarly, changes in ER, IP and FO were also
negatively correlated with changes in the number of BPD DSM-IV criteria.
Specifically, improvements in emotional reactivity (ER), ability to take an „I‟ position
in relationships (IP), and fusion with others were significantly related to fewer DSM-IV
criteria being met for BPD.

Relationship between residual gain DSI scores and residual gain GAF scores
Significant positive relationships were observed between residual gain DSI, ER
and IP scores and residual gain GAF scores. Specifically, improvements in clients‟
overall level of differentiation of self, inclination to emotional reactivity, and ability to
maintain an „I‟ position in the context of other, were related to increased global
functioning following a program of intensive psychotherapy.

No relationship was

found between residual gain EC and FO subscales scores and residual gain GAF score.

Relationship between residual gain DSI scores and residual gain ECR Avoidance and
Anxiety scores
A significant negative relationship was found between changes in full scale DSI
scores and changes in scores on the avoidance dimension of the ECR, following a
program of intensive psychotherapy.

Essentially, improvements in level of

differentiation of self were associated with lower ratings of avoidance in close personal
relationships. Significant negative relationships were also observed between the IP and
EC subscales and the avoidance dimension of the ECR following treatment. Thus,
lower levels of avoidance in close personal relationships were associated with
improvements in one‟s ability to maintain an „I‟ position and decreased tendency for
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emotional distancing. Conversely, there was no relationship between changes in ER
and FO subscales scores and changes in the avoidance dimension of the ECR following
psychotherapy.
In contrast, no relationship was found between changes in DSI scores and
changes in ratings on the anxiety dimension of the ECR, following a program of
intensive psychotherapy.

Relationship between residual gain DSI scores and residual gain RF scores
No relationship was found between changes in level of differentiation of self,
and changes in capacity for reflective functioning following an intensive program of
psychotherapy.

Relationship between residual gain DSI scores and residual gain BDI scores
Changes in level of differentiation of self (DSI) were significantly related to
changes in depression (BDI), with 47% of the reduction in depressive symptoms being
predicted by changes in differentiation of self.

Thus, improvements in level of

differentiation of self were associated with lower ratings of self-reported depressive
experiences. Similar associations were found between changes in each of the DSI
subscales (ER, IP, EC and FO) and improvements in BDI scores. Figure 12 graphically
depicts the relationship between observed changes in full scale DSI scores and observed
changes in BDI.

Relationship between residual gain DSI scores and residual gain DES scores
Residual changes in clients‟ level of differentiation of self (DSI) and experiences
of dissociation (DES) were significantly related, with improvements in level of
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differentiation of self associated with lower self-reported experiences of dissociative
phenomenon. The relationship between the residual change score for the DSI subscale,
EC, and the residual change score for the DES was also significant with higher EC
scores, and therefore lower levels of emotional cutoff and greater differentiation,
associated with less dissociation. The relationship between the residual change score
for the DSI subscales, ER, IP and FO, and the residual change score for the DES,
however, was not significant.

2.00

r = -.69

ZRE_BDI

1.00

0.00

-1.00

-1.00

0.00

1.00

2.00

ZRE_DSI

Figure 12. Relationship between residual gain Differentiation of Self Inventory (DSI) scores
and residual Beck Depression Inventory (BDI) scores (n = 17)

Relationship between residual gain DSI scores and residual gain TAS-20 scores
Significant relationships were found between changes in level of differentiation
of self (DSI) and changes in alexithymia (TAS-20) with 45% of the reduction in
alexithymia being predicted by changes in differentiation of self. Essentially, observed
improvements in DSI were related to observed improvements in alexithymia. The
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correlation between residual gain DSI scores and residual gain TAS-20 scores is shown
in Figure 13.
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Figure 13. Relationship between residual gain Differentiation of Self Inventory (DSI) scores
and residual Toronto Alexithymia Scale (TAS-20) scores (n = 17)

Similar relationships were found between the residualised gains scores for each
of the DSI subscales (ER, IP, EC and FO), and the residualised gain scores for the TAS20.

Relationship between residual gain DSI scores and residual gain AX/EX scores
Changes in level of differentiation of self (DSI) were significantly related to
changes in anger expression (AX/EX), with 45% of the variance in anger expression
being predicted by differentiation of self.

Thus, improvements in level of

differentiation of self were associated with lower ratings of self-reported anger
expression. Similar associations were found between the DSI subscales, ER, IP, and
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EC, and AX/EX post treatment. Figure 14 graphically depicts the relationship between
residual gain DSI scores and residual gain AX/EX scores.
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Figure 14. Relationship between residual gain Differentiation of Self Inventory (DSI) scores
and residual Anger Expression subscale scores of the State-Trait Anger Expression Inventory
(AX/EX) (N = 18)

Regression Analysis
To ascertain the relative influence of change in level of differentiation of self to
psychotherapy outcome, a stepwise multiple regression analysis was performed between
the residual change score for DSI as the dependent variable and the residual change
scores for the variables: number of BPD criteria met, GAF, BDI, AX/EX, TAS, ECR
Avoidance, ECR Anxiety, RF and mastery as the independent variables. This analysis
was used to estimate the „best fit‟ with this particular data set and was, by nature,
exploratory. Thus, the following results should be viewed with caution, and replication
on other data sets conducted to affirm the findings.
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The results of the regression analysis found that three variables, namely, BDI,
AXEX, and mastery, contributed uniquely to DSI change.

Table 11 displays the

correlation between the variables, the unstandardised regression coefficients (B) and
standardised error (SE B), the standardised regression co-efficients (β), R², and adjusted
R². The residual change scores for BDI, AXEX, and mastery, together, accounted for
most of the residual change in DSI. R for regression was significantly different from
zero, F(3,12) = 22.03, p < .001, with R² at .88, and the adjusted R² value at .84. This
indicates that 88% (84% adjusted) of the variability in DSI change scores is associated
with change in BDI, AXEX and mastery. Confidence limits for the BDI residual
change score were -.779 to -.150; -.784 to -.227 for the AXEX residual change score;
and .051 to .626 for the mastery residual change score. Accordingly, none contained
zero.

Table 11
Regression analysis investigating change in Differentiation of Self Inventory (DSI)
scores relative to clinical outcome scores for the Beck Depression Inventory (BDI),
Anger Expression subscale of the State-Trait Anger Expression Inventory (AXEX), &
Mastery
Variable

DSI

BDI

AXEX

BDI
AXEX
Mastery

-.74
-.73
.56

.38
-.34

-.17

Mean
SD

.01
1.05

-.21
.99

-.03
1.07

Mastery

.11
1.01

B

SE B

-.47
-.51
.34

.14
.12
.13

β
-.44
-.51
.33

t
-3.34**
-4.11**
2.66*

Intercept
= -.14
R²
= .88
Adjusted R² = .84
R
= .94

Note: DSI = Differentiation of Self Inventory (Skowron & Friedlander, 1998. ; BDI = Beck Depression Inventory (Beck, Ward,
Mendelson, Mock, & Erbaugh, 1961). AX/EX = Anger Expression Subscale of the State-Trait Anger Expression Inventory
(STAXI; Speilberger, 1996). Mastery = Mastery Scale, Version 1 (Grenyer, 1994, 2002).
*p < .05. **p < .01

In summary, the result of the regression analysis found that decreases in
depression and anger expression, together with improvements in mastery explained 84%
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of the variance in changes in level of differentiation of self. Thus, improvements in
level of differentiation of self are associated with decreased symptomatology
(depression and anger), and greater mastery. Conversely, less improvement in level of
differentiation of self is associated with greater symptomatology (depression and anger),
and lower mastery.

Hypothesis 3:

Clients’ pre-treatment level of differentiation of self, as measured by
the DSI, will be predictive of symptomatic change over time

To test for associations between pre-treatment DSI scores and related measures
of borderline psychopathology/psychological distress (i.e., number of BPD criteria met,
GAF, BDI, AX/EX, TAS, ECR Avoidance, ECR Anxiety, RF and mastery), a bivariate
correlation was conducted using a one-tailed alpha of .05.

Significant positive

relationships were found between clients‟ pre-treatment DSI score and residual changes
in GAF (r = .44, p = .03), and Mastery (r = .45, p = .04).

Higher levels of

differentiation of self were, therefore, related to better outcomes on measures of global
functioning and mastery. Significant positive relationships were also found between
clients‟ pre-treatment ER scores and residual changes in GAF (r = .46, p = .03) and
mastery (r = .49, p = .03); clients‟ pre-treatment IP scores and residual changes in GAF
(r = .41, p = .05); and clients‟ pre-treatment EC scores and residual changes in mastery
(r = .46, p = .04). Thus, lower levels of emotional reactivity are also related to better
outcomes on measures of global functioning and mastery; a greater ability to maintain
an „I‟ position in the context of close personal relationships is related to better outcomes
in global functioning; and lower levels of emotional cutoff are related to better
outcomes in mastery. Because of the relatively high correlation between the residual
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change scores for GAF and mastery (r = .66) a regression analysis was not conducted
between these variables and pre-treatment DSI score.
To determine whether clients‟ intake level of differentiation of self would
predict symptomatic change, a multiple regression analysis was conducted involving the
pre-treatment (Intake) DSI score and the residual change scores for the variables:
number of BPD criteria met, GAF, BDI, AX/EX, TAS, ECR Avoidance, ECR Anxiety,
RF and mastery. The result of this analysis was not significant (ps > .05). Thus, level
of differentiation of self did not predict therapeutic outcome on measures of self,
borderline psychopathology and psychological distress.
Regression analyses were also conducted using each of the pre-treatment scores
for the DSI subscales, ER, IP, EC, and FO, and the variables: number of BPD criteria
met, GAF, BDI, AX/EX, TAS, ECR Avoidance, ECR Anxiety, RF and mastery. Each
of the analyses yielded non significant results (ps > .05). Pre-treatment DSI subscale
scores, therefore, did not predict symptomatic change overtime.

Study 2 Discussion
Limited research has employed a longitudinal design to test the validity of the
DSI. Furthermore, little to no research has examined level of differentiation of self
using the DSI in a clinical/psychiatric sample, or its effect on psychotherapy outcome.
The current study therefore aimed to (i) test the validity and usefulness of the DSI as a
measure of self and psychotherapy outcome in a sample of clients diagnosed with BPD;
a disorder known for its chronic psychopathology; and (ii) examine the effect of level of
differentiation of self on psychotherapy outcome. Several hypotheses were proposed
and tested. Each will be discussed in turn.
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The DSI was administered to a sample of clients diagnosed with BPD both
before and after a program of intensive psychotherapy (minimum of 32 weeks). It was
hypothesised that improvements in clients‟ level of differentiation of self would be
observed following treatment. The results of the current study confirm this hypothesis.
Clients‟ DSI scores were significantly higher following treatment when compared to
scores obtained prior to treatment. This finding supports Bowen‟s (1978; Kerr &
Bowen, 1988) proposition that psychotherapy can produce moderate increases in an
individual‟s level of differentiation.

It also challenges the view that aspects of

personality, for example, aspects of self structure, are relatively stable and resistant to
change. Kerr and Bowen (1988) argue that improving level of differentiation strongly
depends on developing more awareness of, and control of, one‟s emotional reactivity.
They further assert that this is dependent on prerequisite learning about one‟s internal
experience, with the view to enhancing self awareness and self knowledge in the context
of other. It is notable that the psychotherapeutic focus for clients in the current study
was on developing a greater observer self with the view to gaining self control, mastery,
and behavioural change. The current study, therefore, lends support to the validity of
the DSI as a measure of self.
Changes in level of differentiation of self, as measured by the DSI, correlated
significantly with changes in the number of BPD criteria met, Global Assessment of
Functioning (GAF), Experiences in Close Relationships (ECR) Avoidance, Reflective
Functioning (RF), Beck Depression Inventory (BDI), Dissociative Experiences Scale
(DES), Toronto Alexithymia Scale (TAS-20) and anger expression scale of the StateTrait Anger Expression Inventory (AX/EX). Specifically, improvements in DSI were
related to fewer BPD criteria being met, improvements in global functioning and
reflective

functioning;

and

reductions

in

relational

avoidance,

depressive
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symptomatology, dissociative experiences, alexithymia, and anger expression. It was
predicted that if improvements in level of differentiation of self equate to greater
awareness of self, less emotional reactivity and better behavioural control, then
simultaneous improvements in global functioning and symptomatic distress would be
observed. The current results substantiate this prediction. Thus, the hypothesis that
changes in level of differentiation, as measured by the DSI, will correlate significantly
with changes on related measures of borderline psychopathology and psychological
distress, following a program of intensive psychotherapy is confirmed.

These

correlational results also provide further evidence for the DSI‟s convergent and criterion
validity as a measure of self and/or identity, in that the observed improvements in level
of differentiation were related to observed improvements in psychological health as
posited by Bowen (1978; Kerr & Bowen, 1988).
The results of the multiple regression analysis, although exploratory in nature,
further elucidate the relationships between change in differentiation of self, as measured
by DSI, and changes in related measures of borderline psychopathology and
symptomatic distress. Changes in BDI, AXEX and mastery were significantly related
to change in DSI, and together accounted for 88% of the variance in DSI change scores.
Accordingly, clients who, following treatment, experienced significant increases in their
level of differentiation of self also experienced significant improvements in depressive
symptoms, anger expression and mastery. Depression, anger, and lack of mastery in the
context of interpersonal relationships are dominant complaints of clients diagnosed with
BPD. It is notable, then, that reductions in these complaints, or an amelioration of
symptoms, are related to increases in level of differentiation of self, an intrapsychic
aspect of self and personality. This finding also lends additional support to the DSI as a
potential tool in the measurement of self and identity.
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The results of the current study found significant relationships between clients‟
intake (or basic) level of differentiation of self, and changes in global functioning and
mastery. Essentially, the greater one‟s level of differentiation of self prior to treatment,
the greater the observed improvements in global functioning and mastery following
treatment. Bowen (1978; Kerr and Bowen, 1988) posits that individuals with a greater
level of differentiation of self will be more adaptable to stress and less functionally
impaired. Conversely, individuals with a lower level of differentiation of self are
reported to have a lower adaptability to stress and greater functional impairment. The
finding that higher intake DSI scores are significantly and positively associated with
greater improvements in global functioning and mastery, provides support for Bowen‟s
assumptions, and suggests that, in a sample of clients diagnosed with BPD, level of
differentiation of self is related to better functional improvement. If we are to view the
concept of differentiation of self as a construct of self, then it follows that a greater
sense of self prior to treatment would relate to greater improvements in overall
functioning and mastery. The current findings, again, validate the utility of the DSI as a
measure of self. They also point to the DSI as a possible measure of therapeutic
outcome.
To investigate whether clients‟ intake level of differentiation of self, as
measured by DSI, would predict symptomatic change and therapeutic outcome, a
multiple regression analysis was conducted. The findings were non significant. One‟s
level of differentiation of self, as measured by the DSI prior to treatment, did not predict
symptomatic change or therapeutic outcome. Given this result, and noting the results of
the correlational analysis above, it may be likely that symptomatic change in clients
diagnosed with BPD is mediated, rather than predicted, by change in one‟s level of
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differentiation of self.

Further research is warranted to elucidate to role of

differentiation of self in therapeutic outcome.
Given the inherent threats to internal validity in a one-sample, test-retest
experimental design, the current findings should be viewed with some caution, and
evaluated with due consideration to the limitations of such a design. Specifically, in the
absence of a control group, psychotherapeutic outcomes and changes on the various
psychometric instruments in the current study can not be attributed to the treatment per
se. It is noted that the observed changes in psychological functioning and well being
could be due to other factors not controlled or accounted for, or otherwise measured, in
the current study (e.g., therapeutic alliance, passage of time, readiness for change).
Studies 1 and 2 of the current thesis were quantitative in nature, and aimed to
explore the usefulness of the DSI as a measure of self and identity in a sample of clients
diagnosed with BPD. In addition, these studies investigated the relationship between
level of differentiation of self (DSI) and relevant measures of self and borderline
psychopathology. Study 3 expands on Studies 1 and 2, and aims to examine qualitative
expressions of differentiation of self in a sample of clients diagnosed with BPD, both
prior to and after treatment, using a phenomenological approach.
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Chapter Four
Study 3: A Qualitative Analysis of Differentiation of Self
Skowron and Friedlander (1998) developed the DSI as a means to operationalising the
psychological construct, differentiation of self (Bowen, 1976; Bowen, 1978; Kerr &
Bowen, 1988). Accordingly, they aimed to quantitatively capture the intrapsychic and
interpersonal components of differentiation of self, namely, the ability to distinguish
and balance thinking from feeling; and the capacity to maintain autonomous thinking
and a coherent sense of self in the context of emotional relationships with significant
others.

In doing so, they identified four empirically distinct dimensions of

differentiation of self: emotional reactivity (ER), I Position (IP), Emotional Cutoff (EC),
and Fusion with Others (FO) which formed the DSI subscales. Figure 15 illustrates the
components and dimensions of differentiation of self as posited by Bowen (1976, 1978;
Kerr & Bowen, 1988), and operationalised by Skowron & Friedlander (1998).
In the current study, a qualitative design was used to explore the subjective,
lived experience of clients diagnosed with BPD with the view to illustrating Bowen‟s
concept of differentiation of self.

The current study also aimed to explore the

multidimensional nature of differentiation of self as purported by Bowen, and measured
by the DSI (Skowron & Friedlander, 1998). To the author‟s knowledge no research has
qualitatively examined differentiation of self in a clinical sample, nor in a sample of
clients diagnosed with BPD. It was anticipated that clients‟ comments about their
quality of life prior to, and on completion of treatment, would contain statements that
reflect and support Bowen‟s notion of differentiation of self, both in terms of its
intrapsychic and interpersonal components, and its multidimensionality, as empirically
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validated by Skowron and Friedlander (1998) in their psychometric, self-report
measure, the DSI.

Differentiation of Self

Intrapsychic Components

Interpersonal Components

(Emotional & Intellectual Functioning)

(Intimacy & Autonomy in Relationships)

Emotional
Reactivity

 Intellect &
emotions as fused
 Decisions based
on emotional
experience
 Difficulty
maintaining calm
in response to the
emotionality of
others

‘I’ Position

 Clear sense of
self
 Adherence to
personal
convictions in the
context of other
 Flexible
boundaries that
permit intimacy
& autonomy in
relationships

Emotional
Cutoff

 Reactive
emotional
distancing
 Aloofness &
isolation from
others
 Intimacy as
profoundly
threatening

Fusion with
Others

 Separation
experienced as
overwhelming
 Emotional
entrapment within
one‟s position in
family of origin
 Limited capacity
for autonomous
functioning

Figure 15. Components and dimensions of Differentiation of Self as posited by Bowen (1976,
1978; Kerr & Bowen, 1988), and operationalised by Skowron and Friedlander (1998)

Method
Participants
Participants were a representative subset of 16 clients from study 2 who had
completed a minimum of 32 weeks of intensive psychotherapy for BPD at the Illawarra
Affect Regulation Clinic – a collaboration of the South Eastern Sydney and Illawarra
Area Health Service of New South Wales, Australia, and the University of
Wollongong. These were consecutive patients who had completed treatment, and had
qualitative data available for this study. Participants comprised 13 females and 3 males
– two female participants less than that for study 2 (due to the inaudibility of their
recorded interviews).
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Procedure
Participants were asked to respond to the following question at initial
assessment (Time 1), and on completion of a minimum of 32 weeks of intensive
psychotherapy (Time 2):
“I’d like you to talk for a few minutes about your life at the moment, the good
things and the bad; what it’s like for you.”
This question sought an unprompted description of the participant‟s perspective on
their life at the time of the interview (i.e., prior to, and following treatment). It is a
standardised question, and has been used repeatedly in many content analyses and
qualitative studies (Gottschalk, Lolas, & Viney, 1986).

Although the question is

worded to imply a time limit of a „few minutes‟, participants were free to speak for as
long as they wished. All interviews were audiotaped, with participants‟ consent, and
transcribed verbatim. Details of the treatment program are the same as that for Study 2
(see Chapter 3).

Data Analysis
Transcripts were analysed using a Husserlian phenomenological approach.
Osborne (1994, p. 170) states that “Husserlian phenomenology, by means of bracketing
and reduction, asserts that we can actually see „things as they really are‟ through
intuitive seeing”. The aim is to elicit naïve descriptions of the actuality of experience
as it is lived, rather than collecting embellished and narratised accounts based on what
the participant believes is expected by the researcher (Osborne, 1994). The current
study therefore sought to derive an understanding of the quality of participants‟ lives as
experienced by them by „bracketing‟ the researcher‟s preconceptions.

Previous
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research has found that verbal samples contain valid indices of the person‟s
psychological state in psychiatric and medically unwell groups (Gottschalk, Lolas, &
Viney, 1986).
The research question was open-ended to obtain participant‟s unprompted
experiences as they chose to disclose them. Transcripts were analysed by the author,
and an independent rater. The independent rater was a senior academic staff member
from the School of Psychology at the University of Wollongong who was experienced
in qualitative research and the use of the Husserlian phenomenological method of
transcript analysis. Training in qualitative research and the method used had been
provided to the author by the independent rater prior to analysis of the current data.
Transcripts were read and reread by the raters separately to obtain a sense of their
overall tone and mood. Significant statements relating directly to the phenomenon
under study were then extracted and analysed, in order to derive the meaning for each.
The raters subsequently compared their results to determine inter-rater agreement.
Differences in results were jointly reviewed and discussed to reach consensus.
Significant participant statements were then organised thematically across initial and
final assessment interviews (Time 1 and Time 2).

Results
General Findings
A total of 32 transcripts, 16 prior to treatment (Time 1) and 16 following
treatment (Time 2) were analysed. General themes and findings derived from the
transcripts both prior to, and following treatment, are presented in turn.
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Prior to Treatment (Time 1). All transcripts were negative in tone, and failed to
focus on the „good things‟ in life. Many of the participants described their current
quality of life as bad, lacking pleasure and enjoyment, or boring; and were unable to
reflect on, or identify, any positive aspects.

Some commented that children,

interpersonal relationships, and hobbies were „good things‟ in their lives but failed to
demonstrate this emotionally in the discourse. For these participants, there was no
evidence to suggest that the „good things‟ in their lives produced any associated
experience of pleasure, joy or happiness.

Only five participants (31%) reported

spontaneously and without prompting on the good things in their life, and four (25%)
harboured active thoughts of suicide.
Themes of despair, hopelessness, emptiness/boredom, fear and confusion
characterised the participants‟ perception of their lives prior to treatment. Overall,
transcripts were psychologically barren, concrete in nature, bereft of content that would
suggest a rich, dimensional experience of self beyond the current symptomatic
presentation, and deficient in adequate elaboration or substantiation.

Following Treatment (Time 2).

Prominent themes were related to

improvements in well-being, symptom reduction, and improvements in interpersonal
relationships and psychological flexibility. Specifically, 9 participants (56%) reported
improvements in their general well-being and quality of life. Seven (44%) reported
greater skill and mastery in managing/tolerating emotional distress or discomfort.
Eleven participants (69%) reported feeling less depressed, less suicidal, and less
anxious/phobic; and were more behaviourally controlled (i.e., clients were less inclined
to engage in self-damaging or destructive behaviours as a means to achieving
emotional regulation). Relative to transcripts obtained prior to treatment, transcripts
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obtained following treatment were largely more optimistic and hopeful, and happier in
tone.
While notable improvements in general functioning and well-being were
reported by more than 50% of participants (n = 9), almost 38% of participants (n = 6)
reported continued emotional distress and little, if any, improvement in well-being or
quality of life. The transcripts of these participants were quite negative in tone and,
generally, reflected a lack of agency to change.

Prior to Treatment (Time 1)
Clients‟ subjective experience of their quality of life prior to treatment (n = 16;
Time 1) yielded many significant statements reflective of Bowen‟s notion of
differentiation of self.

Table 12 provides examples of significant statements of

participants, their formulated meanings, and the corresponding components or
dimensions of differentiation of self prior to treatment (i.e., Time 1). Samples of
prominent themes and their association to differentiation of self, as drawn from clients‟
verbatim accounts of their quality of life, are presented as follows.

Theme 1: I am emotionally reactive
Participants reported being unable to organise their emotional life coherently,
and often viewed their emotional experience as unstable, unpredictable, and out of their
control.

A theme of emotional dysregulation, and the inability to regulate the

experience and expression of emotion is evident in many of the participant‟s
transcripts.
“[Sometimes I‟m] better at home and stronger and able to cope, and then at
other times I am just totally useless … crying all the time, and terrible. … I

105

would just like to be like any other normal person who can control their
emotions. I go up and down and all over the place.”

Some participants reported difficulty in understanding their emotional
experience, and reported feeling frustrated, confused and/or conflicted about their life
at initial assessment.

Overall, clients seemed to be fused and trapped by their

emotions.
“It‟s hard when you say just talk about your life. It‟s like half the time I don‟t
want to live. Like the other half, like, goes at full speed. I don‟t understand
what‟s going on in my own head … and then I get frustrated, and then I cut
myself or do something stupid.”

Emotional engulfment dominated the discourse of participants with few being
able to describe anything other than the intensity and negativity of their emotional
experience. Participants‟ focus on emotional states was all encompassing, almost to
the exclusion of an awareness of an intellectual alternative. Essentially, participants‟
narratives grossly lacked statements suggestive of an ability to separate emotional
functioning from intellectual functioning.
“At its worst … life is just marking time until it‟s over … and just going
through the motions. I don‟t see that much opportunity in front of me.”

Theme 2: I am hopeless and helpless
Participants expressed a very gloomy, depressive, and despairing view on life.
The sense of hopelessness and helplessness pervading most of the transcripts (n = 13;
81%) suggested significant levels of psychological pain and suffering which many of
the clients perceived as exceeding their capabilities to change. The majority of clients
failed to demonstrate any autonomous agency or stable sense of self in the context of
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distress, and there was an overall absence of expressed adherence to personal values,
convictions or beliefs.
“There is nothing in there but a little child and she is stupid.”

Theme 3: I am frightened of others
Six clients (38%) spoke specifically of the need or desire to hide or distance
themselves from others; feeling inherently fearful and threatened in the context of
relationships or other.
“When I am feeling down or depressed I just want to hide, stay in the dark,
lock the house up, and just hide, you know.”

Table 12
Selected Examples of Significant Statements of Participants Prior to Treatment (Time
1) and the corresponding component and dimension of Differentiation of Self
Dimension of
Differentiation
of Self (i.e.,
DSI Subscale)

Significant Statements

Formulated Meanings

Component of
Differentiation of self

“Um, my head hurts. Um,
sit down and start crying
for no reason.”

Clients were overwhelmed
by the intensity of their
emotions

Intrapsychic: inability to
distinguish/balance
thinking from feeling

Emotional
Reactivity

“I don‟t like talking bout
me. It‟s strange.”

Clients were unable to
report on, or think about,
their subjective experiences

Intrapsychic: inability to
distinguish/balance
thinking from feeling;
Interpersonal: limited
capacity for autonomous
functioning

„I‟ Position

“I‟m torn between doing
things and hiding in my
room.”

Clients were fearful of
others, and socially
withdrawing and/or
rejecting

Interpersonal: conflict
between intimacy and
autonomy in relationships

Emotional Cutoff

“... I get very depressed on
my own and I think a lot
about ... things, like death
for instance ... my selfesteem gets low if I‟m by
myself for too long.”

Clients experienced
aloneness as distressing and
overwhelming

Intrapsychic: inability to
distinguish/balance
thinking from feeling;
Interpersonal: limited
capacity for autonomous
functioning

(Need for )
Fusion with
Others
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Theme 4: I am alone and afraid
Three clients (19%) expressed fear of being alone and/or of experiencing
separation or aloneness as overwhelming and/or conducive to emotional distress.
“Um. Yeah. [Crying] Pretty scared of being alone. That feeling I don‟t like.
I‟ve not got much support around me.”

Following Treatment (Time 2)
Consistent with pre-treatment results, clients‟ subjective experience of their
quality of life following treatment (n = 16; Time 2) yielded significant statements
reflective of Bowen‟s notion of differentiation of self. Table 13 provides examples of
significant

statements

of participants,

their formulated meanings,

and the

corresponding components or dimensions of differentiation of self following treatment
(i.e., Time 2). Samples of predominate themes and their association to differentiation
of self, as drawn from clients‟ verbatim accounts of their quality of life, are presented
as follows.

Theme 1: I am less emotionally reactive
More than two thirds of participants (69%) reported reductions in emotional
symptoms following treatment. Generally, they were less emotionally reactive and
more stable in mood. Specifically, participants spoke of being less depressed, less
anxious/panicked or stressed, less angry, and less impulsive.
“Overall, I guess I‟m coping better. I‟m not as depressed. Um, I‟m starting
to put a bit more effort into stopping and relaxing a bit and spending a bit of
chill time with the kids. I‟m eating breakfast. Been doing that for 6 or so
months, because I never used to eat breakfast. …Um, [sighing] I suppose I
do have lapses sometimes with the pills but they‟re just lapses. They‟re not
… carrying on.”
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Following treatment, almost half of the participants (43%) reported feeling
better able to cope with, manage or tolerate emotional distress.
“…I guess, generally, I‟m doing better than I was. My moods don‟t actually
seem to be all that different but my coping with them is probably better. Um,
not any easier but I‟m not in hospital. So that‟s a big plus, yeah.”

Of note, was the reported reduction in suicidality on completion of treatment,
regardless of whether the participant felt better or not.

Specifically, 3 of the 4

participants who harboured thoughts of suicide prior to treatment reported that they no
longer felt suicidal.

“Um, my suicidality has dropped dramatically. Yeah I was only thinking last
week how often I don‟t think of suicide now. Because I used to use it like a
calming effect.”

Theme 2: I am more self aware and self directed
Following treatment, one participant reported having gained increased self
knowledge and a greater sense of who he was (sense of self), in the context of other;
while one spoke specifically about having a greater awareness and understanding of her
emotional/internal states.
“I‟ve got a good sense of self … who I really am instead of who I portrayed
… all these years. Like I always looked at myself as a complete loner but I‟m
starting to realise, well, I crave social … contact. So I‟m not a loner at all.
Otherwise, I wouldn‟t be feeling that sort of stuff.”

Nine participants (56%) demonstrated improved clarity and commitment to
personal values.
“I‟ve sort of got, I don‟t know, more of a focus on what I want to sort of do …
there are things that I wouldn‟t mind giving a go and taking that step towards
[them]. Scary as it is.”
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Table 13
Selected Examples of Significant Statements of Participants Following Treatment
(Time 2) and the corresponding component and dimension of Differentiation of Self
Dimension of
Differentiation
of Self (i.e.,
DSI Subscale)

Significant Statements

Formulated Meanings

Component of
Differentiation of self

“I used to live suicidal
thoughts … and they‟re just
not part of the equation
anymore.”

Clients were less
emotionally reactive, and
less fused and trapped by
their emotions

Intrapsychic: decreased
emotional reactivity and
improved ability to
distinguish/balance
thinking from feeling

Emotional
Reactivity

“I feel like I‟m taking
charge of my life.”

Clients felt more confident
in their ability to make
changes in their life.

Intrapsychic: increased
sense of autonomous
agency

„I‟ Position

“I leave the house now.
Don‟t lock myself up 24
hours a day. So that‟s a big
sort of a jump.”

Clients were less avoidant
of others

Intrapsychic: improved
ability to
distinguish/balance
thinking from feeling;
Interpersonal: decreased
(reactive) emotional
distancing

Emotional Cutoff

“Dr XXXX wanted me to
go in to hospital … rather
than saying, yeah, OK, I‟ll
let everyone else look after
me … I decided no, I‟ve
got to do that.”

Clients felt better able to
hold to their own
convictions, and were more
independent

Intrapsychic: improved
ability to
distinguish/balance
thinking from feeling ;
Interpersonal: less
compliance and
dependency on others

Fusion with
Others

“I‟m scared to go to bed at
night because I‟m scared of
waking up in the morning
… I‟ll have to go through
the same shit I went
through today.”

Clients continued to
experience emotional
distress and suffering

Intrapsychic: fusion
between the emotional and
intellectual systems; lack of
autonomous agency

Emotional
Reactivity;
„I‟ Position

Theme 3: I am more engaging of others
Five participants (31%) reported improvements in interpersonal relationships,
and less emotional distancing or cutoff from significant others (e.g., parents, partners
and children).
“I communicate better with my Mum and Dad now … starting to get a better
relationship with them. It‟s not perfect but I can talk to them a little bit. So
you know things are, are better in that end.”
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Theme 4: I am more independent and better able to cope
One participant explicitly acknowledged her reduced dependency on her
significant other (partner), and many others (n = 7; 44%) either reported or implied
improved mastery, self reliance and functioning.
“… I was very dependent on my husband, and I had to make a lot of changes
as far as letting him go [back to work] … I had this fear of abandonment;
constantly … that‟s now left me. If my husband‟s not home, well I just have
to work it out for myself.”

Theme 5: I still suffer
Following treatment 38% of clients (n = 6) continued to experience
subjective levels of emotional distress, as expressed in the discourse. Of
particular note is the dominance of these clients‟ emotional system over their
intellectual system.
“Everything just seems pointless. I sort of feel like … I am in the middle of
the ocean. I have been dragged out. And … it is just too hard to get back.
And even if I do swim back to shore, then I‟m going to be so tired … I just
want to curl up and die. So, it‟s just pointless.”

Study 3 Discussion
The current study aimed to explore the expressed, subjective experience of
clients diagnosed with BPD using a qualitative design. Clients were asked to comment
on their perceived quality of life; “the good things and the bad”, and what it is like for
them both prior to and following treatment (i.e., at Time 1 and Time 2).
responses

were

transcribed

verbatim

and

analysed

using

a

Their

Husserlian

phenomenological approach. Overall, transcripts were mostly negative in tone and
content. Qualitative differences, however, were found between transcripts obtained at
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Time 1, and transcripts obtained at Time 2. The findings will be discussed as follows.
At initial assessment, clients reported little, if any, quality of life. A woeful,
gloomy quality characterised all transcripts, and clients described subjective levels of
psychological pain and suffering. Few were able to identify positives in their lives, and
those who did failed to verbally demonstrate any associated pleasure or joy. Twentyfive percent of the sample felt that life was not worth living. There was no evidence to
suggest that clients could discern thinking from feeling states or, alternatively, balance
emotional and intellectual functioning.

Essentially, clients were trapped by the

emotionality of their subjective experience – an indicator of a lower level of
differentiation of self as posited by Bowen (1976, 1978; Kerr & Bowen, 1988). Key
themes related to clients‟ experience of emotional instability, confusion and suffering;
lack of self and autonomous agency; emotional distancing; and fear of aloneness. The
impoverished nature of the transcripts; their lack of adequate elaboration or
substantiation; and clients‟ often profound inability to think about their experience
beyond the current felt distress are indicative of self disturbance, specifically,
fragmentation and lack of identity integration described in the literature on personality
disorder and borderline personality/organisation (e.g., Kernberg, 1984; Livesley, 2003;
Clarkin, Yeomans & Kernberg, 2006).
Further inspection of clients‟ transcripts at Time 1 revealed statements
reflective of core components similar to those comprising Bowen‟s psychological
construct, differentiation of self.
organisation of findings.

This similarity was, therefore, illustrated in the

Given Bowen‟s (1978) proposition that chronic more

debilitating disorders occur more frequently among those with lower levels of
differentiation, it was not surprising that the discourse of clients diagnosed with BPD
contained statements illustrative of the concept of differentiation of self and, in
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particular, statements that align with the characteristic functioning of people with a
lower level of differentiation. Broadly this includes an inability to distinguish between
thoughts and feelings, a lack of thoughtful determined action in the context of
emotional distress, and poorer overall functioning (Bowen, 1976; 1978; Kerr & Bowen,
1988). Notable in the findings, was the correspondence of prominent themes with the
four subscales of the DSI (i.e., Emotional Reactivity, „I‟ Position, Emotional Cutoff,
and Fusion With Others).
Subsequent to initial assessment (Time 1), clients received up to 32 weeks of
intensive psychotherapy at the Illawarra Affect Regulation Clinic – a collaboration of
the South Eastern Sydney and Illawarra Area Health Service of New South Wales,
Australia, and the University of Wollongong. Qualitative differences were observed
between clients‟ perceived quality of life at initial assessment and their perceived
quality of life following treatment.

Following treatment, a significant number of

participants reported varying degrees of improvement in their quality of life, general
functioning and/or suicidality. Specifically, more than two thirds of clients spoke of
experiencing reductions in psychiatric symptoms; more than half described their lives
in more positive ways; and almost half reported feeling better able to cope with,
manage and/or tolerate their emotional/psychological distress.

Many of these

transcripts were happier in tone, and were characterised by an overall sense of
optimism about the future.
As at initial assessment (Time 1), significant statements illustrative of Bowen‟s
differentiation of self were found in the discourse of clients following treatment (Time
2), and prominent themes again corresponded with the four subscales of the DSI
(Skowron & Friedlander, 1998). Coinciding with the symptomatic expressions of
change was qualitative support for enhanced levels of differentiation of self. Clients
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spoke directly about being less emotionally reactive and less driven by reactive
behaviour to alleviate distress.

More implicitly, they alluded to improvements in

adaptability and psychological flexibility in the context of intense emotional
experiences; greater autonomous agency; and improvements in interpersonal
functioning. These findings support the results of the quantitative study outlined in
Chapter 3 in which clients showed significant improvements in overall level of
differentiation, including emotional reactivity and an ability to maintain an „I‟ position;
improvements in global assessment of functioning (GAF); enhancements in reflective
capacity (RF); increased mastery; and significant reductions in symptomatic
expressions of BPD such as depression, alexithymia, dissociation, anger, and anxiety in
close relationships.
Kerr and Bowen (1988) argue that to achieve a higher level of differentiation or
“more solid self” one needs to increase his or her capacity for emotional detachment or
neutrality.

This, they contend, depends on changes in thinking, and a requisite

“awareness of the influence of anxiety and emotional reactivity on one‟s actions and
inactions” (pp. 108 - 109). Such awareness is achieved via learning and is said to be
contingent on one “having the courage to engage emotionally intense situations
repeatedly and to tolerate the anxiety and internal emotional reactivity associated with
that engagement” (pp.130 – 131). Interestingly, this was the focus of treatment in the
current study, as well as in Study 2, in which level of DSI was observed to have
increased significantly following treatment (see Chapter Three).
In the current study (as in Study 2), treatment utilised the group skills training
component of Dialectical Behaviour Therapy (DBT; Linehan, 1993a; 1993b), together
with individual psychodynamic psychotherapy – each of which aims to foster the
development of a greater awareness of self and self processes via mindfulness training
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(DBT), and/or self reflection and self exploration in the context of individual
psychodynamic psychotherapy.

Mindfulness training is fundamental to DBT, and

promotes a neutral, non-judgemental stance in relation to one‟s internal experience.
Psychodynamic techniques encourage the exploration of subjective meanings of affect
in the context of a benign, reflective and neutral other. Accordingly, treatment in both
the current study and in Study 2 aimed to expose clients to their often difficult and
painful internal states either indirectly, via skills training, or directly using exploration,
interpretation, and transference and countertransference analysis within the individual
therapeutic relationship. The reported improvements in awareness of self states and
tolerance for “emotionally intense” experiences following treatment in the current
study, together with the observed improvements in level of DSI following treatment in
Study 2 may, therefore, provide preliminary support for Bowen and Kerr‟s hypothesis
that improvements in level of differentiation of self, via increased awareness of self and
tolerance of affect, leads to greater stability and coherence of self, and overall
improvements in functioning.
Not all participants, however, experienced improvements in quality of life or
psychological well-being following treatment. Six participants continued to derive
little, if any, pleasure from life, and were quite negative in their report on their
subjective experience following treatment. These clients continued to rigidly hold to
the despair of their lived experience in the absence of an intellectualised explanation to
the contrary. Notable in the discourse of these clients is the degree of fusion between
their emotional and intellectual systems, and the dominance of their subjective
emotional experiences over intellectual functioning. Essentially, treatment failed to
have an effect on how they perceived the world and their role in it. Based on Bowen
Theory, it could be argued that clients‟ impoverished level of differentiation of self
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and, thus, lack of “solid self” impacted significantly on the effect of treatment and
treatment outcome.
Bowen (1976, 1978; Kerr & Bowen 1988) schematically presents
differentiation of self on a scale from 0 – 100 with 0 representing the lowest possible
level of human functioning and 100 representing a hypothetical notion of perfection.
He argues that those whose level of differentiation falls within the lower range of
functioning (i.e., in the 0 - 25 range) are people with no sense of self who are trapped
within a feeling world, are unable to distinguish feeling from fact, and are incapable of
making long-term goals. Bowen describes a rather pessimistic life course for people in
this range of differentiation. Specifically, he states:
“This group inherits a major portion of the world’s serious health,
financial, and social problems. Life adjustments are tenuous at best,
and when they fall into dysfunction, the illness or “bad luck” can be
chronic or permanent.” (Bowen, 1976, p. 70; 1978, p. 367)
Based on Bowen‟s theory, it could be argued that those in the current study who failed
to perceive any positive effect of treatment fall within this range of differentiation.
Bowen (1978) disputes any relevance of the differentiation of self scale to clinical
diagnostic categories but argues it represents a continuum of adaptive functioning and
adaptiveness to stress.

The lower one‟s level of differentiation of self, the more

susceptible they are to stress, and the greater their chances for symptom development.
Conversely, the higher one‟s level of differentiation of self, the greater the degree of
stress required to trigger a symptom. Bowen‟s concept of differentiation of self, in this
instance, seems to align with the traditional psychoanalytic notion of ego strength.
Whether extreme lower levels of differentiation of self renders an individual resistant
to treatment and/or more prone to dysfunction as a result of external stressors remains
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the challenge for future research. The results of the current study, however, provide
some support for this hypothesis. Generally, those who were most despairing and
hopeless, and/or less agentive prior to treatment continued to be so after treatment.
Clients‟ failure to respond to treatment could also be explained in the context of
termination of therapy. Clients with BPD are acutely sensitive to separation and
abandonment. Over a minimum of 32 weeks of weekly individual psychotherapy it is
assumed that many of the clients would have developed a supportive and trusting
relationship with their therapist. Some may have reached a critical phase of treatment,
where work towards integration begins. Either way, it is possible that termination of
therapy at this point may have been too premature for some clients to derive any
benefit of treatment.

Previous research has found that three years of intensive

psychotherapy is necessary to bring about significant improvements in quality of life,
and reductions in symptoms and psychopathological dysfunction for clients with BPD
(Giesen-Bloo, et al., 2006). Accordingly, it seems reasonable to assume that a reemergence of symptoms or deterioration in functioning would be observed in, and
reported by, clients whose therapeutic engagement was terminated at a critical stage.
This corresponds with Kerr and Bowen‟s (1988) suggestion that clients in the lower
level of differentiation of self can be more stable and less anxious within a supportive
relationship and, in particular, when in relation to a more highly differentiated
significant other (Kerr & Bowen, 1988) – in this case, the therapist. It is noted that
participants in the current study were drawn from the larger sample of clients
diagnosed with BPD used in Study 1 who were found to have impoverished levels of
differentiation of self (see Chapter 2). It could, therefore, be hypothesised, that those
who failed to perceive any change in quality of life or symptomatic improvement as a
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result of treatment were those who Bowen would describe as falling within the lowest
range of functioning on his scale of differentiation of self.
The results of the current study elucidate the inner world, and lived experience,
of a sample of clients diagnosed with BPD both prior to, and following a minimum of
32 weeks of combined psychodynamic psychotherapy and psychosocial skills training.
Of particular note is the chronicity and intensity of the emotional and psychological
pain experienced by clients living with this disorder. All clients gave very negative
accounts of their life prior to treatment. Some were so despairing and hopeless that
suicide was considered a serious behavioural option to end the suffering. Significant
changes in clients‟ perceived quality of life was observed following treatment. Many
expressed optimism for the future, and some made reference to improvements in
mastery and psychological flexibility. These results demonstrate that engagement in
treatment can be effective in improving the perceived quality of life and general wellbeing of a diagnostic group often labelled untreatable or unresponsive to psychological
interventions.
Interestingly, support for Bowen‟s notion of differentiation of self was found in
the discourse of clients both prior to and following treatment. This support is reflected
in statements suggestive of impoverished levels of differentiation of self – not an
unexpected result given the severity of psychopathology associated with BPD.
Intrapsychically, clients were so immersed in the emotionality of their experience that
they failed to perceive an intellectual alternative to the contrary. Interpersonally, they
were either emotionally cut off from others or, alternatively, dependent or craving
dependency in the absence of a solid or stable sense of self.
The results of the current study support the quantitative findings of studies 1 and
2 (see Chapters Two and Three) and illustrates the potential usefulness of Bowen‟s
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concept of differentiation of self and the DSI (Skowron & Friedlander, 1998) as a
psychotherapy tool, and measure of self, respectively. It is important to note, however,
that the current results are illustrative and not conclusive. The very nature of qualitative
research means that the results of the current study can not be generalised to the wider
population with absolute confidence or certainty, as significance due to chance is not
tested. In addition, generalisability of the current results is limited by the relatively
small sample size (n = 16). Finally, the results of the current study are based on a onesample, test-retest qualitative design. Hence, in the absence of a control group, changes
in themes and perceived quality of life are suggestive of, but not necessarily due to, an
effect of treatment. Accordingly, the observed findings should be interpreted with
caution.
Further studies are, therefore, required to ascertain the empirical and clinical
relevance of Bowen‟s differentiation of self to psychotherapy research.
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Chapter 5
General Discussion
Much of the published research on Bowen‟s concept of differentiation of self has been
conducted on „normal‟, non-clinical samples. In contrast, the current thesis examined
differentiation of self in a sample of clients diagnosed with a severe and debilitating
psychiatric disorder. The thesis had several aims. Firstly, the thesis aimed to explore
the utility of the DSI as a measure of self and identity in a sample of clients diagnosed
with BPD (Study 1; Chapter 2). Self pathology is a core feature of BPD, yet there is a
paucity of valid, reliable, and efficient psychometric instruments available to measure
sense of self or integration of self or, conversely, lack thereof. Secondly, the thesis
aimed to investigate the effect of psychotherapy on the level of differentiation of self, as
measured by the DSI and, alternatively the effect of level of differentiation of self on
psychotherapy outcome (Study 2; Chapter 3). Finally the thesis aimed to explore the
subjective, lived experience of clients diagnosed with BPD, via a qualitative analysis,
with the view to illustrating Bowen‟s concept of differentiation of self (Study 3; Chapter
4).

Integration of Findings
Study 1 found that 83% of the current sample scored in the low range for overall
level of differentiation of self with DSI means scores of less than 3.00. Mean scores
obtained for the current sample on DSI subscales also failed to reach scores of three or
more signifying poor levels of differentiation across the interpersonal and intrapsychic
dimensions of self. Accordingly, clients diagnosed with BPD were found to have high
levels of emotional reactivity, poorer capacity for maintaining a clearly defined sense of
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self in the context of other, and an inclination towards either emotional cutoff or fusion
when internal experiences or interpersonal interactions become too intense.
Interestingly, clients diagnosed with BPD were found to have significantly lower levels
of differentiation of self when compared to non-clinical samples drawn from both
Australia (Reh & Marlow, 2001), and the United States (Skowron & Friedlander, 1998).
This result is encouraging as it provides some support for the DSI as a measure of selfidentity, at least in terms of its ability to discern between healthy and disordered
personality on reported ratings of self in the context of other and/or relationships.
Skowron and Friedlander (1998) developed the DSI for adults aged 25 years or
above with the view to ensuring respondents had acquired emotional maturation and
separation from family of origin in terms of life cycle and developmental perspectives.
Clients in the current study were aged between 19 and 56 years. The results of Study 1
found no significant difference in level of DSI between clients diagnosed with BPD
who were younger than 25 years of age, and clients diagnosed with BPD who were 25
years of age or more. Thus, age was irrelevant to level of DSI in the current sample.
This finding is consistent with prior research (Skowron & Friedlander, 1998; Skowron
& Schmitt, 2003). This suggests that the capacity (or incapacity) for achieving a
defined sense of self and autonomous functioning in adulthood is independent of age
and lifecycle development in this sample. It also suggests that level of differentiation of
self, as quantified by the DSI, is a stable feature of personality rather that one that is
amenable to change as a result of maturation (e.g., self-esteem; self-attitudes). This
finding also conforms to developmental theories of personality which assume that the
core aspects of self are established relatively early in life (e.g. Bowlby‟s attachment
theory).
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Study 1 investigated the relationship between differentiation of self and relevant
measures of self, BPD psychopathology, and psychological distress. Poorer levels of
differentiation of self were inversely and significantly related to measures of depression,
anxiety and avoidance in close personal relationships, alexithymia, and anger
expression. The DSI subscales Emotional Reactivity (ER) and „I‟ Position (IP) were
significantly related to a greater endorsement of DSM-IV BPD criteria. Specifically,
clients who were more emotionally reactive and less able to take an „I‟ position in
relationships endorsed a greater number of DSM-IV criteria for BPD, and were more
susceptible to greater psychological distress. In addition, lower levels of differentiation
of self were significantly related to the more maladaptive relationship patterns of
attachment (i.e. avoidant/dismissing and/or anxious/preoccupied/fearful).
The correlations between level of differentiation of self and relevant measures of
borderline psychopathology, specifically those aligned to DSM-IV criteria for BPD (e.g.
relationship disturbance, self disturbance, mood instability, anger) lend support to the
DSI as a valid measure of personality disorder and, in particular, self pathology. Bowen
(1976) argues that poorly differentiated individuals with a less coherent sense of self are
less able to tolerate the experience of strong affect, are more reactive, and less able to
cope when faced with the more challenging and demanding aspects of life. This
corresponds with the lived experience of those diagnosed with BPD where interpersonal
and situational crises dominate and prevail. Overall, the results of Study 1 support
Bowen‟s theory of emotional functioning in which the ability to balance intrapsychic
and interpersonal processes (i.e., thoughts and feeling, and autonomy and intimacy in
relationships) are paramount to psychological health and functioning.
Interestingly, Study 1 failed to find any relationship between reflective
functioning (RF) and DSI. This result is contrary to that which was predicted. Given
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that RF and DSI are purported to measure similar constructs (i.e., sense of self or self
representation), it was expected they would be significantly correlated. The lack of
relationship between the two is therefore surprising. It could be that RF suffered a
„floor effect‟ in the data, thus rendering any statistical analyses invalid or
uninterpretable. It was noted that almost 90% of the current sample had little to no
reflective functioning capacity (i.e., scores of 3 or less). This is not unexpected given
the severity of psychopathology of the current population, and the results of prior
research indicating poorer capacity for reflective functioning in clients diagnosed with
BPD (Fonagy, Gergely, Jurist, & Target, 2002; Fonagy, Target, Steele, & Steele, 1998).
Further research, using more normally distributed data sets, is needed to determine the
relationship, if any, between differentiation of self and reflective functioning in clients
diagnosed with BPD or, alternatively, between clinical and non-clinical populations.
Study 2 found that clients‟ level of DSI improved significantly following a
program of intensive psychotherapy, and that these improvements correlated
significantly with improvements on relevant measures of borderline psychopathology
and psychological distress. Specifically, improvements in level of differentiation of self
were related to clients endorsing fewer BPD DSM-IV criteria, improvements in global
functioning, enhanced reflective functioning capacity; and reductions in relational
avoidance, depressive symptomatology, dissociative experiences, alexithymia, and
anger expression. Significant relationships were also found between clients‟ level of
differentiation of self at intake (or prior to treatment) and changes in their Global
Assessment of Functioning (GAF) and mastery scores following treatment. Essentially,
clients with greater levels of differentiation of self had better treatment outcomes in
terms of their overall global functioning and interpersonal mastery. These findings
support Bowen‟s (1978, Kerr & Bowen, 1988) proposition that psychotherapy can
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produce moderate changes in an individual‟s level of differentiation. Moreover, if
greater levels of differentiation of self are related to greater psychological functioning
and an amelioration of symptomatic distress, then the results of the current study offer
hope for psychotherapeutic outcome in a diagnostic group known for being clinically
challenging and difficult to treat.
Kerr and Bowen (1988) claim that an improvement in level of differentiation of
self is dependent on one developing greater self-awareness, and behavioural control in
the context of other.

These authors also claim that achieving a higher level of

differentiation, or more solid self, requires increasing one‟s capacity for emotional
neutrality in the context of emotional distress. Notably, treatment in the current study
focussed on enhancing self awareness, with the view to achieving emotional neutrality
and subsequent behavioural control in the context of strong emotions. Thus, the current
results lend support to Kerr and Bowen‟s (1988) assertions for improving level of
differentiation of self. They also provide further support for the potential utility of the
DSI as a measure of self and identity, noting that: (i) one‟s sense of self is assumed to
be analogous to their level of differentiation; and (ii) improvements in DSI and related
measures of psychopathology were observed following a program of intensive
psychotherapy aimed, primarily, at enhancing one‟s sense of self.
Study 3 found qualitative support for Bowen‟s notion of differentiation of self in
the discourse of clients diagnosed with BPD, both prior to and following a program of
intensive psychotherapy. Prior to treatment, clients reported little, if any, quality of life.
Of particular note was the chronicity and intensity of their psychological pain and
suffering, and the impairment in functioning.

Clients were so immersed in the

emotionality of their experience that they were unable to conceive of an intellectual
alternative.

Essentially, clients were trapped in a „feeling‟ world, devoid of any
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thoughtful determined action in the context of their emotional distress. This finding
accords with Bowen‟s description of individuals with impoverished levels of
differentiation of self. Notable is the correspondence of prominent themes with the four
subscales of the DSI namely, Emotional Reactivity (ER), „I‟ Position (IP), Emotional
Cutoff (EC), and Fusion With Others (FO).
Following 32 weeks of intensive psychotherapy two thirds of clients reported
reductions in psychiatric symptoms, and almost half reported feeling better able to cope
with and/or manage their emotional/psychological distress. Statements illustrative of
Bowen‟s differentiation of self were found in the discourse of clients, and prominent
themes, again, corresponded with the four subscales of the DSI. Coinciding with the
symptomatic expressions of change was qualitative support for enhanced levels of
differentiation. The findings of Study 3 are exciting as they provide qualitative support
for the statistical results of Studies 1 and 2. Prior to treatment, poorer psychological
functioning and distress co-occurred with impoverished levels of DSI.

Following

treatment, simultaneous improvements in level of differentiation of self and
psychological functioning, together with reductions in symptomatic expressions of
borderline pathology, were observed. Although only illustrative, these results support
and deepen the findings of Study 1 and Study 2.

Limitations
In evaluating the findings of the current thesis, several limitations need to be
considered:
The Sample. Although the current research focussed specifically on clients with
BPD, the sample involved may not be an adequate representative of this diagnostic
group. It is noted that participants were drawn from a community mental health setting
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in a regional area of New South Wales, Australia. The sample was predominately
female, white, and Caucasian. It is possible that a greater diversity of sampling may
have drawn different conclusions. Furthermore, replications of the current findings
using an equal sampling of men and women are needed to elucidate gender differences,
if any, in level of differentiation of self for clients diagnosed with BPD.
Co-morbid Personality Disorder. Participants recruited for the current research
were screened for BPD, and co-morbid DSM-IV Axis I disorders. Screening for comorbid DSM-IV Axis II personality disorders was not available for this study. Given
considerable overlap has been observed between clients diagnosed with BPD and other
personality disorders (Clarkin, Widiger, et al., 1983), it is possible that clients in the
current research may have had a co-morbid personality disorder (e.g., narcissistic
personality disorder or dependent personality disorder). Accordingly, this may limit the
generalisability of the findings in the present research.
Sample Size (Studies 2 and 3). The small sample sizes for Studies 2 and 3 (i.e.,
less than 20) may limit the significance of the current results, and any relevance
differentiation of self may have to psychotherapy outcome. The results are preliminary
in nature and further longitudinal and qualitative research is required to clarify and
substantiate the current findings.
The DSI.

Due to problems with the reliability of the Fusion with Others

subscale (FO), the DSI was revised (DSI-R; Skowron & Schmitt, 2003) yielding a 46item scale, and a 12-item Fusion with Others subscale with improved internal
consistency and construct validity. The current thesis, however, utilised the original
DSI developed by Skowron and Friedlander (1998). The reliabilities for the DSI and its
subscales in the current research vary somewhat from those reported by Skowron and
Friedlander (1998), with DSI full-scale, and Emotional Reactivity (ER), „I‟ Position
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(IP), and Emotional Cutoff (EC) subscales returning lower reliability statistics.
Interestingly, the original Fusion with Others (FO) subscale in the current thesis
displayed a slightly higher reliability than that found by Skowron and Friedlander
(1998). It is possible that use of the DSI-R may have yielded greater confidence in
findings.

However, the significance of the current results, in spite of the lower

reliabilities, may indicate robustness in the findings.
Use of Self-report Questionnaires. The current thesis may have suffered from
self-presentational bias in that most measures employed were self-report in nature. It is
noted that clients who volunteered to participate in the current research did so at a time
when they where largely symptomatic, and seeking treatment (i.e., pre-treatment; Time
1). Furthermore, at initial assessment the completion of questionnaires and self-report
measures occurred subsequent to an intensive and lengthy assessment interview process.
It is possible, then, that clients‟ self-reports may have been influenced by their
presenting symptomatic distress, desire for treatment, fatigue, or a combination of these.
Similarly, following treatment, clients may have been inclined to report good, or bad for
that matter, depending on the elicitation of defensive biases, clients‟ subjective
experience of treatment, and/or their reaction to therapeutic termination.
Westen and Heim, (2003) argue that the use of self-reports in the assessment of
aspects of self and identity are most likely to be valid when: (1) the processes being
reported are available to introspection, such as behaviours and conscious experience; (2)
processes being reported do not require training, expertise or norms; (3) the domains
being assessed do not have implications for self-esteem; and (4) the domains being
assessed have minimal relevance to social desirability. These authors further suggest
that representations of self are less likely to be revealed in participants‟ answers to
direct questions but rather in descriptions about their lives and, in particular,
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descriptions of emotionally meaningful interpersonal interactions. While the DSI is
subject to the same limitations of other self-report measures, its focus is on the person‟s
thoughts, feelings and behaviours in the context of relationships with others, particularly
those to whom he or she is emotionally linked or attached such as parents and/or
partner. Reporting on the DSI does not require training, expertise or norms; only an
estimate of what is „generally true‟ or otherwise a „best guess‟ about oneself. In
addition, the domains being assessed have little implication for self-esteem and social
desirability. It could therefore be argued that the DSI complies with Westen and
Heim‟s (2003) validity checklist for self-report measures in the assessment of self and
identity.
Experimental Design/Statistical Limitations. It should be noted that the current
research is exploratory in nature, and the quantitative studies, quasi-experimental in
design. Inferences about causality among the variables can, therefore, not be made.
What effect, if any, level of differentiation of self has on symptomatic distress, severity
of psychopathology or therapeutic outcome remains to be empirically tested and
validated. Furthermore, Studies 1 and 2 are based on a one-sample, test-retest design.
Thus, in the absence of a control group, observed changes in psychological functioning
and well-being can not be attributed to the treatment per se. The results of the current
research should therefore be interpreted cautiously. Further cross-validation, quasiexperimental, and experimental research is needed to replicate and extend the current
findings.
Assumption of the Relatedness of Differentiation of Self to Sense of Self. The
current thesis is based on the assumption of a relatedness of differentiation of self to
one‟s sense of self or identity. In proposing his theory, Bowen (1976, 1978; Kerr &
Bowen, 1988) makes associations between level of differentiation and degree of
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integration of self. While these assumptions are implied, they are not explicit. Bowen
(1978, p. 361) states that there are a “[number] of variables that have to do with the
level of integration of the differentiation of self”. Similarly, the self has been described
as comprising a number of aspects or structures (e.g., Livesley, 2003). It is possible
that, in the current thesis, Bowen‟s concept of differentiation of self has been utilised
too loosely as a representation or measure of one‟s sense or level of integration of self
and identity. Furthermore, Bowen‟s concept of differentiation of self was conceived
within the context of a family systems theory of emotional functioning. Its focus,
therefore, is the emotional process that governs relationships within a family, and how
this process impacts the functioning of individual members within that family. The
application and relevance of Bowen‟s concept of differentiation of self to a study of
psychopathology, and in particular personality disorder and self disturbance is,
therefore, speculative and exploratory. Accordingly, the results of the current thesis,
while exciting and promising, should be interpreted tentatively.

Implications and Future Directions
Given the preliminary and exploratory nature of the current thesis, further
research is required to validate its findings. Future research should therefore focus on
replicating the current results using larger, more demographically and diagnostically
diverse samples.

Skowron and Friedlander (1998, p. 243) suggested that “further

evidence for the DSI‟s construct validity could be found by determining whether
differentiation scores co-vary with severity of psychiatric disorders”. This has partly
been achieved by the current thesis, in that differences between a clinical sample (BPD)
and normal, non-clinical samples have been established. However, further research is
required to establish the effectiveness of the DSI in distinguishing or delineating
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between diagnostic groups (e.g., DSM-IV Axis I disorders versus DSM-IV Axis II
disorders) or level of severity of personality pathology (e.g. neurotic versus borderline
versus psychotic).

The current thesis also provides some evidence for Bowen‟s

proposition that chronic, debilitating disorders occur more frequently among those with
lower or impoverished levels of differentiation, at least in terms of BPD, noting that
over 80% of the current sample were found to be poorly differentiated. Future research
needs to be conducted across diagnostic groups in order to further substantiate Bowen‟s
assertions.
The current thesis provides preliminary evidence for the validity of the DSI as a
measure of self and identity. Further research is needed to validate and support these
findings.

This could be done by comparing it with other self-report instruments

designed specifically to measure self-related phenomena (e.g., self-esteem), sense of
self (e.g., IPO; Kernberg & Clarkin, 1995; Lenzenweger, et al., 2001) or identity (e.g.,
ICI; Samuel & Akhtar, 2009). Future research could also further investigate the validity
of the DSI as a measure of self and identity by comparing its effectiveness against
clients‟ clinician rated self pathology, and clinical observation.
The current research provides evidence for an effect of psychotherapy on level
of differentiation of self, while also providing evidence for the DSI as a valid measure
of psychotherapeutic change.

Specifically, therapy was found to be effective in

producing systematic improvements in overall level of DSI, Emotional Reactivity (ER)
and „I‟ Position (IP). This finding supports Bowen‟s assertion that therapy can produce
moderate improvements in level of differentiation of self.

Improvements in the

emotional reactivity and „I‟ position scores of the DSI are particularly exciting in that
they suggest that treatment aimed at enhancing self-awareness (i.e., one‟s sense of self)
can be effective in reducing emotional reactivity and psychological distress, and
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improving psychological well-being. This result also points to the role of self and
identity in the psychological health and functioning of an individual, and the utility of
the DSI as a measure of these.

Whether differentiation of self has an effect on

therapeutic outcome, however, requires further investigation. Essentially, can level of
differentiation of self predict therapeutic outcome, and are clients with a lower level of
differentiation of self less amenable to change? Future studies should aim to answer
these questions and, in doing so, elucidate the effect of level of differentiation of self on
therapeutic outcome.
Bowen (1976, 1978) asserted that there are no gender differences on level of
differentiation of self. The current study, however, found that men had higher overall
levels of differentiation of self, and reported significantly lower levels of emotional
reactivity and fusion with others compared to women.

Previous studies have

documented similar gender differences (Skowron & Friedlander, 1988; Skowron &
Schmitt, 2003; Skowron, Wester, & Azen, 2004). Given the current sample comprised
unequal numbers of men and women, caution is advised in interpreting the observed
gender effects. The large disparity in sample sizes, and in particular the very small
number of males (i.e., 53 females to 9 males) rendered formal analysis of the
differences between the groups statistically powerless. Thus, any interpretations or
conclusions drawn are susceptible to issues of validity, and inferential at best.
Investigators are encouraged to continue to test the DSI for gender differences using
equal numbers of men and women matched on relevant co-variables such as education
and socioeconomic status, in order to clarify ways in which level of differentiation is
manifested across genders. Research could also investigate gender differences in level
of differentiation of self across diagnostic groups. Such investigations could examine
whether lower levels of differentiation of self in men and women are inclined to similar
131

or divergent psychiatric disorders, and whether a comparative analysis of DSI subscale
scores (i.e., ER, IP, EC, and FO) reflect differing aspects of differentiation of self
relative to sex and diagnosis. Future research could also aim to elucidate what role
differentiation plays, if any, in the development of psychiatric disorders.
The results of the current thesis have several promising implications for clinical
practice.

Firstly, the DSI demonstrates potential as an efficient and reliable

psychometric tool for measuring self and identity. Knowledge of a client‟s level of
differentiation of self, and thus degree of integration, would help guide and inform
treatment. Knowing that a client has an impoverished level of differentiation would
inform clinicians of the need to choose interventions that facilitate integration, and are
effective in addressing self pathology.

Conversely, clients with greater levels of

differentiation and, therefore, a more defined sense of self, may best be treated using
other approaches.
The DSI subscale scores may also assist in identifying the problematic domains
of differentiation of self, thus providing the clinician with greater detail about a client‟s
mode of interpersonal functioning when stressed/distressed (e.g. inclination towards
emotional cutoff or fusion), their vulnerability to risk (i.e., tendency to become
emotionally reactive); and their capacity for autonomous functioning (i.e., ability to
maintain an „I‟ position).

Such information would enable greater specificity in

treatment planning.
The DSI may also serve to provide clinicians with important information about
the nature of a potential therapeutic relationship, and the possible transference and
countertransference reactions that may arise in vivo. Accordingly, clinicians can be
informed,

and

more

therapeutically

effective,

countertransference reactions do present in session.

when

transference

and

An awareness of a client‟s
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inclination towards emotional cutoff may also provide important information about the
client‟s capacity for developing a therapeutic alliance and engaging therapeutically. It
may also serve to inform the clinician about the work he or she needs to do in order to
facilitate such engagement.
Finally, the results of the current study support the use of the DSI as a measure
of therapeutic progress, effectiveness, and outcome, noting that improvements on level
of differentiation of self, as measured by the DSI, are related to improvements in
psychological functioning and well-being. The ease of administration and scoring,
together with its reliability and validity, makes the DSI an attractive psychometric
psychotherapy tool.

Conclusion
The current thesis sought to determine; (i) the validity of the DSI as a measure
of self and psychotherapeutic outcome in a sample of clients diagnosed with BPD; and
(ii) the qualitative nature of Bowen‟s concept of differentiation of self in this clinical
population.

In study 1, participants were found to have impoverished levels of

differentiation consistent with the characteristic self disturbances found in BPD; and
significant correlations were found between the DSI and related measures of borderline
psychopathology. In study 2, significant improvements in level of differentiation of
self, as measured by the DSI, were found following a program of intensive
psychotherapy.

These improvements were associated with improvements in

psychological functioning and an amelioration of symptoms. In study 3, verbatim
transcripts of clients diagnosed with BPD were found to comprise statements illustrative
of Bowen‟s concept of differentiation and, in particular, statements suggestive of
impoverished levels of differentiation.

Correspondingly, many of these transcripts
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lacked the richness, elaboration, substantiation, and continuity indicative of a stable
sense of self and identity.
To the author‟s knowledge the current thesis represents a first in the examination
of the significance of Bowen‟s concept of differentiation of self in the assessment and
treatment of clients diagnosed with BPD using the DSI (Skowron & Friedlander, 1998).
To date, the majority of research has emanated from the fields of family systems
theories and family therapy. Accordingly research has largely utilised normal, nonclinical samples, and focussed on differentiation of self and its effect on the individual
in the context of close personal relationships.

Few studies have investigated

differentiation of self in a psychiatric sample, or its relevance to psychotherapy or
psychotherapeutic outcome. Furthermore, the current research represents a first in the
examination of the validity of the DSI as a measure of self and identity. Overall, the
results of the current thesis demonstrate the potential utility, and clinical relevance, of
the DSI as a measure of self and identity, and psychotherapeutic outcome.
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Appendix A
DIFFERENTIATION OF SELF INVENTORY (DSI)
These are questions concerning your thoughts and feelings about yourself and your relationships with others. Please read each
statement carefully and decide how much the statement is generally true of you on a 1 (not at all) to a 6 (very) scale. If you believe
that an item does not pertain to you (e.g., you are not currently married or in a committed relationship, or one or both of your parents
are deceased), please answer the item according to your best guess about what your thoughts and feelings would be in that situation.
Be sure to answer every item and try to be as honest and accurate as possible in your responses.
Not
at all
true
of
me

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.

People have remarked that I‟m overly emotional.
I have difficulty expressing my feelings to people I care for.
I often feel inhibited around my family.
I tend to remain pretty calm even under stress.
I‟m likely to smooth over or settle conflicts between two people for whom I care
about.
When someone close to me disappoints me, I withdraw from him or her for a time.
No matter what happens in my life, I know that I‟ll never lose my sense of who I am.
I tend to distance myself when people get too close to me.
It has been said (or could be said) of me that I am still very attached to my parent(s).
I wish that I weren‟t so emotional.
I usually don‟t change my behaviour simply to please another person.
My spouse or partner could not tolerate it if I were to express to him or her my true
feelings about some things.
Whenever there is a problem in my relationship, I‟m anxious to get it settled right
away.
At times my feelings get the best of me and I have trouble thinking clearly.
When I‟m having an argument with someone, I can separate my thoughts about the
issue from my feelings about the person.
I‟m often uncomfortable when people get too close to me.
It‟s important for me to keep in touch with my parents regularly.
At times, I feel as if I‟m riding an emotional roller coaster.
There‟s no point in getting upset about things I cannot change.
I‟m concerned about losing my independence in intimate relationships.
I‟m overly sensitive to criticism.
When my spouse or partner is away for too long, I feel like I am missing a part of
me.
I‟m fairly self-accepting.
I often feel that my spouse or partner wants too much from me.
I try to live up to my parents‟ expectations.
If I have an argument with my spouse or partner, I tend to think about it all day.
I am able to say no to others even when I feel pressured by them.
When one of my relationships becomes very intense, I feel the urge to run away
from it.
Arguments with my parent(s) or sibling(s) can still make me feel awful.
If someone is upset with me, I can‟t seem to let it go easily.
I‟m less concerned that others approve of me than I am about doing what I think is
right.
I would never consider turning to any of my family members for emotional support.
I find myself thinking a lot about my relationship with my spouse or partner.
I‟m very sensitive to being hurt by others.
My self-esteem really depends on how others think of me.
When I‟m with my spouse I often feel smothered.
I worry about people close to me getting sick, hurt, or upset.
I often wonder about the kind of impression I create.
When things go wrong, talking about them usually makes it worse.
I feel more intensely than others do.
I usually do what I believe is right regardless of what others say.
Our relationship might be better if my spouse of partner would give me the space I
need.
I tend to feel pretty stable under stress.

Very
true
of
me

1
1
1
1

2
2
2
2

3
3
3
3

4
4
4
4

5
5
5
5

6
6
6
6

1
1
1
1
1
1
1

2
2
2
2
2
2
2

3
3
3
3
3
3
3

4
4
4
4
4
4
4

5
5
5
5
5
5
5

6
6
6
6
6
6
6

1

2

3

4

5

6

1
1

2
2

3
3

4
4

5
5

6
6

1
1
1
1
1
1
1

2
2
2
2
2
2
2

3
3
3
3
3
3
3

4
4
4
4
4
4
4

5
5
5
5
5
5
5

6
6
6
6
6
6
6

1
1
1
1
1
1

2
2
2
2
2
2

3
3
3
3
3
3

4
4
4
4
4
4

5
5
5
5
5
5

6
6
6
6
6
6

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

6
6
6

1
1
1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4
4
4
4

5
5
5
5
5
5
5
5
5
5
5

6
6
6
6
6
6
6
6
6
6
6

1
1

2
2

3
3

4
4

5
5

6
6

From Skowron and Friedlander (1998)
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Appendix B
Additional descriptive data for Study 1 (Chapter 2)
Measure

Tests of Normality
Skewness

Kurtosis

-.55

-.72

GAF

-1.26

1.29

DSI
ER
IP
EC
FO

.65
.78
.21
.06
.71

1.40
.46
-.39
-.44
.08

ECR
Avoidance
Anxiety

.04
-.35

-.38
-.46

RF

1.04

.65

BDI

-.58

-.14

TAS-20

-.08

-.48

DES

.66

-.09

AX/EX

.04

-.55

BPD Criteria Met

Note: BPD Criteria Met = Number of DSM-IV criteria met for borderline personality disorder. GAF = Global Assessment of
Functioning; DSI = Differentiation of Self Inventory (Skowron & Friedlander, 1998); ER = Emotional Reactivity; IP = I Position; EC
= Emotional Cutoff; FO = Fusion with Others. Scores range from 1 to 6. Higher scores on all scales reflect greater differentiation of
self. ECR = Experiences in Close Relationships (Brennan, Clark & Shaver, 1998). Higher ECR scores indicate greater attachment
avoidance and attachment anxiety. RF = Reflective Functioning (Fonagy, Target, Steele, & Steele, 1998). Scores range from -1 to 9.
Higher RF scores indicate greater reflective functioning capacity. BDI = Beck Depression Inventory (Beck, Ward, Mendelson,
Mock, Erbaugh., 1961). Higher BDI scores indicate severer levels of depression. TAS-20 = Toronto Alexithymia Scale (Bagby,
Parker, & Taylor, 1994a, 1994b). Higher TAS-20 scale scores indicate greater alexithymia. DES = Dissociative Experiences Scale
(Carlson & Putnam, 1993). Higher DES scale scores reflect greater dissociative experiences. AX/EX = Anger Expression Subscale
of the State-Trait Anger Expression Inventory (STAXI; Speilberger, 1996). Higher AX/EX scores indicate greater experience of
intense angry feelings
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